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SALICYLATE (Brand of carbazochrome salicylate) 


The number of hospital patients given blood rose from 
1.6 million in 1952 to 2.2 million, or 9.2% 
of all hospital patients, in 1958.! 


Preoperative use of Adrenosem minimizes the necessity 
for transfusions. Adrenosem controls operative and 
postoperative bleeding (small vessel oozing). It provides 
a clearer surgical field, shortening operating time.” 


Adrenosem is indicated both pre- and postoperatively in any 
procedure where bleeding presents a problem—from 
adenoidectomies and tonsillectomies to Z-plasty operations. 


AMPULS ... 5 mg., 1 cc.; packages of 5 


TABLETS. . . 1 mg. (s.c. orange); bottles of 50 
2.5 mg. (s.c. yellow) ; bottles of 50 


SYRUP ...2.5 mg. to each 5 cc. (1 teaspoonful); 4 oz. bottles 








1. 1958 Report of American Red Cross Joint Blood Council 
2. References and detailed literature available on request. 
*U.S. Pat. Nos. 2581850, 2506294 
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“We like the 
dependable, 


flexible service 


our 


equipment gives’”’ 


Lasell Junior College 
Auburndale, Massachusetts 


“‘We’ve always used Gas, and we’ve always 
been more than happy with the results,” 
say Chef E. K. Turner and Dietitian Miss 
Elizabeth Smith of Lasell Junior College. 
Gas helps the chef prepare the tasty, appe- 
tizing food students write home about be- 
cause Gas provides close control over cook- 
ing and baking. Gas is also clean, fast and 
dependable, with minimum maintenance. 

The modern Gas equipment Lasell Junior 
College uses includes 5 Vulcan ranges, 2 
Vulcan broilers, 2 Blodgett ovens, 3 Pitco 
fryers, 2 griddles, a baker’s stove and a Gas 
proofing closet. 

For information on how Gas can help 
you prepare quality food, call your Gas 
Company commercial specialist. He’ll be 
glad to discuss the economies and outstand- 
ing results Gas and modern Gas equipment 
provide. American Gas Association. 
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an important solution 
in the 
management of 
resistant staphylococcus infections 
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DEVELOPMENT OF RESISTANCE BY STAPH. AUREUS TO VAN- 
COCIN AND PENICILLIN—Development of resistance to Vancocin has 


not yet been demonstrated clinically. It is even difficult to ‘‘force"’ devel- shiliiieee actataan 


+ 


opment of resistance in laboratory studi¢ 


VANCOCIN 


(vancomycin, Lilly) 
e Vancocin is bactericidal in readily achieved serum concentrations. 


e Vancocin is effective against antibiotic-resistant gram-positive pathogens. 
Cross-resistance does not occur. 


e Vancocin averts the development of antibiotic-resistant organisms. 


Supplied: 
Only as Vancocin, I.V., 500 mg., in 10-cc. rubber-stoppered ampoules. Before administra- 
tion, the physician should consult essential information contained in the package. 


LILLY AND COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 


030101 
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Sister Rita Clare, Administrator of 
St. Mary’s Hospital, Minneapolis, says: 


“Honeywell temperature controls 
cut costs and improve 


Sister Rita Clare in the X-ray Department of St. Mary’s Hospital. St. 
Mary’s Hospital is one of the largest hospitals staffed by the Sisters of 
St. Joseph of Carondelet. The Order was founded in France in 1650. 
Today, more than 4,700 Sisters belong to this Order. They operate 
schools, colleges and hospitals throughout the United States. 
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Architects: Hills, Gilbertson and Fisher Architects, A.I.A., Minneapolis 
Consulting Engineers: Bruch, Morrow and Knafia, inic., Minneapolis 
General Contractor: M. J. McGough Co., St. Paul 

Mechanical Contractor: J. M. McClure, Kelly and Co., Minneapolis 
Electrical Contractor: Batzli Electric Co., Minneapolis 


Honeywell individual room thermostats free busy nurses 
from chambermaid chores. And a Honeywell control center enables 
one man to supervise the entire heating system 


“With payroll the biggest part of our operating costs, anything 
we can do to increase the efficiency of our staff is money well 
spent,” says Sister Rita Clare. “‘Honeywell room thermostats 
free nurses from adjusting radiators and opening and closing 
windows for more professional duties. At the same time, heating 
costs are reduced because there is no overheating and because 
thermostats in vacant rooms can be turned down.” 


Honeywell also installed a Selectographic Supervisory Data- 
Center* in St. Mary’s Hospital. This unique control center en- 
ables the building engineer to supervise the entire heating and 
ventilating system from his office. For example, he can check 
temperature and humidity in all surgery and delivery rooms and 
nurseries. Alarms are also provided for the oxygen and nitrous 
oxide systems. 


Selectographic eliminates constant trips throughout the hos- 
pital and assures the finest, most economical comfort at all times. 


To learn how Honeywell controls can help reduce the cost of 
operating your hospital, see your architect or engineer. Or call 
your nearest Honeywell office. If you prefer, write to Honeywell, 
Dept. HO-3-56, Minneapolis 8, Minnesota. * Trademark 
A unique feature of the Selectographic is an intercom 
unit which enables the engineer to listen to penthouse 
equipment and check its operation, as he starts and 
stops it from the control center. 


Honeywell 
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hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1960 


Aug. 29-Sept. 1—62nd annual meeting, San 
Francisco (Civic Auditorium and Jack Tar 
Hotel) 


MEETING AND INSTITUTE 
CALENDAR 


THROUGH AUGUST 1960 
American Hospital Association Institutes 





are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health 
field are shown in ITALICS.) 


MARCH 


7-9 Directors of Hospital Volunteers (Ad- 
vanced), Philadelphia (Bellevue-Strat- 
ford Hotel) 

7-10 Hospital Design & Construction, Chi- 
cago (AHA Headquarters) 

7-10 Nursing Service Supervision, Kansas 
City, Mo. (Bellerive Hotel) 











“the most 





in otitis externa... 








effective treatment” begins with 


DOMEBOR Oss 
packets (pH 4.2) 


the original modernized Burow’s Solution 


No matter what the etiology, infectious eczema- 
toid dermatitis generally accompanying chronic 
purulent otitis media, will not clear up until infee- 
tion is controlled and the ear is dry.? 


In every case of otitis externa, cold packs of 
Domesoro solution, or constant application with 
wicks soaked in Domesoro solution can be relied 
upon to provide soothing relief of the external 
dermatitis, while at the same time helping to con- 
trol infection, promote faster healing, and to 
hasten the important drying process. 


Domesoro wet dressings confer greater anti-in- 
flammatory, antipruritic, antiseptic, cleansing 


and astringent benefits... 


maintain a constant 


pH compatible with that of normal skin. 


Suppty: Tablets—containers of 12, 100, 500 and 1000. Pow- 
der Packets—boxes of 12 and 100. Volume of each tablet 
and packet is precaleulated to produce a 1:10 or 1:20 mod- 
ernized Burow’s solution when dissolved in 8 ounces or 16 
ounces of ordinary tap water. 

1. Jones, E. H.: Eye, Ear, Nose and Throat Monthly 28:460, 1959, 


World Leader in Dermatologicals am, 
DOME CHEMICALS INC. way 
125 West End Ave. / New York 23, N. Y, « Los Angeles / Montreal 





10 Wisconsin Hospital Association, Mil- 
waukee (Hotel Schroeder) 

21-24 American Academy of General Prac- 
tice, 12th Annual Scientific Assembly, 
Philadelphia (Convention Hall) 

21-25 Dietary-Housekeeping-Nursing Depart- 
ments Relationships, Chicago (AHA 
Headquarters) 

22-24 Kentucky Hospital Association, Louis- 
ville (Kentucky Hotel) 

24-26 Louisiana Hospital Association, Baton 
Rouge (Bellemont Motor Hotel) 

28-30 New England Hospital Assembly, 
Boston (Hotel Statler) 

31-April 1 Georgia Hospital Association, 
Jekyll Island (Wanderer Motel) 


APRIL 


3-7 Annual Conference of Blue Cross 
Plans, Los Angeles (Statler Hotel) 

4-6 Administrators’ Secretaries, Dallas 
(Adolphus Hotel) 

4-6 Hospital Organization, Chicago (AHA 
Headquarters) 

4-7 Ohio Hospital Association, Columbus 
(Veterans Memorial Auditorium) 

4-8 American College of Physicians, San 
Francisco (Mark Hopkins and Fair- 
mont) 

4-8 Nursing Service Administration, 
Omaha (Hotel Blackstone) 

11-14 Hospital Engineering, Minneapolis 
(Radisson Hotel) 

18-19 Insurance for Hospitals, Atlanta 
(Henry Grady Hotel) 
21-22 Carolinas-Virginias Hospital Confer- 
ence, Roanoke (Hotel Roanoke) 
25-28 Association of Western Hospitals, Los 
Angeles (Statler Hotel) 

27-29 Middle Atlantic Hospital Assembly, 
Atlantic City (Convention Hall) 

27-29 Midwest Hospital Association, Kansas 
City (Municipal Auditorium) 

28-29 Iowa Hospital Association, Cedar 
Rapids (Hotel Roosevelt) 


MAY 


2-4 Tri-State Hospital Assembly, Chicago 
(Palmer House) 

_2-6 American Nurses’ Association, Miami 
Beach (Miami Beach Hall) 

2-11 Pan American Medical Association, 
35th Anniversary Congress, Mexico 
City (National Auditorium) 

3-46 Occupational Therapists, Chicago 
(AHA Headquarters) 

3-6 Southeastern Hospital Conference, Mi- 
ami Beach (Deauville Hotel) 

46 New Mexico Hospital Association, 
Albuquerque (Western Skies Hotel) 

9-13 American Psychiatric Association, At- 
lantic City (Convention Hall) 

10-12 Texas Hospital Association, Dallas 
(Memorial Auditorium) 

11-13 Upper Midwest Hospital Conference, 
Minneapolis (Auditorium) 

12 Massachusetts Hospital Association, 
Boston (Hotel Statler-Hilton) 

16-18 American National Red Cross, Kansas 
City 

16-18 Hospital Law, Washington, D.C. (Wil- 
lard Hotel) 

16-18 Patterns and Principles for Auxiliary 
Leaders, Chicago (AHA Headquar- 
ters) 

16-19 Hospital Dental Service, Atlanta 
(Henry Grady Hotel) 

23-26 Evening & Night Nursing Service Ad- 
(Continued on page 91) 
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“Institutional Formula” 


cleanser with controlled foam cuts 
maintenance effort 50% 


e Cuts grease like magic—pots and 
pans shine 

© Reduces rinsing time 

© Bleaches porcelain white as new 

© Safe for hands—safe for colored 
surfaces 

© Sanitizes and deodorizes 

© Clean, pleasant fragrance 

Available in large 21 oz. cans and 

100 Ib. drums. 6 Shaker cans 

packed in drum FREE. 


B.T. BABBITT, Inc. 


Institutional Department 
625 Madison Avenue, New York 22, N. Y. 
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2. Babbitt’s Toilet Bowl Cleaner 


Eliminate the cause of offensive 
odors. When used regularly crusta- 
tions and stains stay away and do 
not re-form. Leaves a fresh, win- 








wr 


Toilet Bowl, 


Pleasantly Scented 


Mervtoctwed Or 
eer mec mew Om ™ 


tergreen scent. Ends waste and 
glass breakage. Available in large 
21 02. cans only. 





BABBITT'S 
DRAIN. PIPE 
CLEANER 


AND 
‘ OPENER 


NC TPE comrams som 





Mesetererss © 
® T. BABBITT, Ie 
NeW york, §. ¥ 





Po antaned 100 


Babbitt’s Drain Pipe Cleaner and Opener 
Acts fast to clean out the most stubborn 
obstructions. Sodium Hydroxide, the ac- 
tive ingredient, and cold water start 
hundreds of churning aluminum chips 
chewing away at your clogged pipe or 
drain problem. Use regularly to prevent 
costly clogging. Keeps expensive repair 
costs at a minimum. Packed in 13 oz. 
cans. 
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HOW THE AMERICAN CITY BUREAU 
APPROACHES YOUR FUND-RAISING PROBLEM 


Initially, the Bureau studies your public relations environment and fund-raising potential. Such 
a survey is conducted without cost or obligation, of course. The basic considerations covered are: 


1. An appraisal of the acceptance of the project bycom- 4. An evaluation of potential volunteer committee per- 
munity leadership. sonnel. 


2. A definition of the field of support for the appeal. 5. An estimate of the total amount that can be raised. 


3. A determination of the requirements for presolici- 
tation public relations and cultivation of the antici- 6. A suggested plan of organization, time-schedule and 
pated field of support. publicity program for the overall operation. 


7. Afirm proposal of Bureau Service detailing manpower 
requirements, suggested timing and total costs. 


ABOUT COST: 
American City Bureau service is provided on a fixed fee basis. Essential campaign expense is 
also predetermined. These two costs average less than the accured interest charges would be if 
the amount to be raised were borrowed for only three years. 

Your invitation to conduct a Bureau study will receive our immediate attention. 


American Cit ty Bureau 


(Established 1913) 
3520 Prudential Plaza, Chicago 1, Illinois 


New York & West Coast Representatives 


UNDING MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 


HOSPITALS, J.A.H.A. 





antibiotic resistant STAPHytococe: are killed by 


LE PH F = A NI in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 
Preoperative preparation e Scrub-up e Surgical dressings « Wound irrigation e Sterile 
storage of instruments ¢ Furniture, wall, and general sickroom disinfection ¢ Laundry 
Zephiran chloride, brand of benzalkonium chloride refined (to ensure quality), WINTHROP LABORATORIES, NEW YORK 18, N.Y. 
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officers, 


trustees and councils 





OFFICERS 


President 
Russell A. Nelson, M.D., Johns Hopkins Hospital, 


Baltimore 5 


President-Elect 


Frank S. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn, 


Immediate Past President 


Ray Amberg, University of Minnesota Hospitals, Min- 
neapolis 14 


Treasurer 
John N. Hatfield, Passavant Memorial Hospital, Chicago 
ll 


Executive Vice President 


Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
« Chicago 11 


Secretary 
Maurice J. Norby, 840 North Lake Shore Drive, Chicago 
1} 


Assistant Secretary 
James EB. Hague, 840 North Lake Shore Drive, Chicago 
11 


Assistant Treasurer 
te E. Sullivan, 840 North Lake Shore Drive, Chicago 


BOARD OF TRUSTEES 


Chairman; Russell A. Nelson, M.D., ex officio, Johns 
Hopkins Hospital, Baltimore 5 

Ray Amberg, ex officio, University of Minnesota Hos- 
pitals, Minneapolis 14 

Frank 8. Groner, ex officio, Baptist Memorial Hos- 
pital, Memphis 3, Tenn. 

John N, Hatfield, ex officio, Passavant Memorial Hos- 
pital, Chicago 11 


Term Expires 1960 


Rt. Rev. Msgr. Edmund J. Goebel, archdiocesan direc- 
tor of hospitals, Milwaukee 12 
Rear Adm. B. W. Hogan, MC, USN, surgeon general, 


Department of the Navy, Washington 25 
Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 


Term Expires 1961 


D. R. Easton, M.D., Royal Alexandra Hospital, Edmon- 
ton, Alta 

Hilda H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 

Clarence E. Wonnacott, Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City 3, Utah 


Term Expires 1962 

Philip D. Bonnet, M.D., Massachusetts Memorial Hos- 
pitals, Boston 18 

James M. Daniel, Columbia Hospital of Richland 
County, Columbia, 8.C. 

Stanley A. Ferguson, University Hospitals of Cleveland, 
Cleveland 6 


Coordinating Council 


Chairman: Frank 8. Groner, Baptist Memorial Hospi- 
tal, Memphis 3, Tenn 

Russell A. Nelson, M.D., ex officio, Johns Hopkins 
Hospital, Baltimore 5 

H. Charles Abbott, Hospital Service of Southern Cali- 
fornia, Los Angeles 27 

3. Milo Anderson, Strong Memorial Hospital, Rochester 
20, N.Y. 

E. Dwight Barnett, M.D., Palo Alto-Stanford Hospital 
Center, Palo Alto, Calif 

George Cartmill Jr., Harper Hospital, Detroit 1 

Mrs. Palmer Gaillard Jr., Mobile Infirmary Women’s 
Auxiliary, Mobile 16, Ala 

T. Stewart Hamilton, M.D., Hartford Hospital, Hart- 
ford 15, Conn. 

Boone Powell, Baylor University Medical Center of 
Dallas, Dallas 10, Tex 
Martin R. Steinberg, M.D., 

New York 29 


Mount Sinai Hospital, 


Council on Administrative Practice 


Chairman: George Cartmill Jr., Harper Hospital, De- 
troit 


Term Expires 1960 

Horace M. Cardwell, Memorial Hospital, Lufkin, Tex. 

Jack A. L. Hahn, Methodist Hospital of Indiana, In- 
disnapolis 7 

George A. Hay (vice chairman), Hespital of the 
Woman's Medical College of Pennsylvania, Philadel- 
phia 29 

Term Expires 1961 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K. Klein, Long Island College Hospital, 
Brooklyn 1, NY. 
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Term Expires 1962 
George W. Graham, M.D., Ellis Hospital, Schenectady 


8, N.Y. 

Victor F. Ludewig, George Washington University Hos- 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, Kansas City 12, Kans. 


Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Council on Association Services 


Chairman: Boone Powell, Baylor University Medical 
Center of Dallas, Dallas 10, Tex. 

Term Expires 1960 

Leo M. Lyons, American Protestant Hospital Associa- 
tion, Chicago 11 

Roy R. Prangley, Norfolk General Hospital, Norfolk 
7, Va. 

Abram L. Van Horn, M.D., Kate Macy Ladd Convales- 
cent Home, Far Hills, N.J. 

Term Expires (961 

Avery M. Millard, California Hospital Association, San 
Francisco 

Sister Rose Marie (vice chairman), St. Mary’s Hos- 
pital, Pierre, 8. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 

Term Expires 1962 

William 8. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 
Rock, Ark. 

Richard Lubben, Bozeman Deaconess Hospital, Boze- 
man, Mont. 

Secretary: Jack W. Owen, 840 North Lake Shore Drive, 
Chicago 11 


Blue Cross Commission 

Chairman: H. Charles Abbott, Hospital Service of 
Southern California, Los Angeles 27 (1961) 

Term Expires 1960 

George T. Bell (vice chairman), Hospital Service As- 
sociation of Northeastern Pennsylvania, Wilkes-Barre, 
Pa 


Joseph O. Burger (treasurer), Nebraska Blue Cross 
Hospital Service Association, Omaha 2, Nebr. 

Ralph Hammersley Jr., Associated Hospital Service of 
Capital District, Albany 10, N.Y. 

William 8. MeNary, Michigan Hospital Service, De- 
troit 26 

Joseph A. Monaghan, Alberta Blue Cross Plan, Edmon- 
ton, Alta. 

H. F. Singleton, Blue Cross-Blue Shield of Alabama, 
Birmingham 5, Ala. 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Term Expires (96! 

Sam J. Barham, Kansas Hospital Service Association, 
Inc., Topeka, Kans 

Paul G. Drescher, Associated Hospital Service of New 
York, New York 16 

Rt. Rev, Msgr. Robert A. Maher, diocesan director of 
health and hospitals, Toledo 2, 

John B. Morgan Jr., Associated Hospital Service, Inc., 
Youngstown 7, Ohio 

F. P. Rawlings Jr., Group Hospitalization, Inc., Wash- 
ington 6 

Stanley H. Saunders, Hospital Service Corporation of 
Rhode Island, Providence 2, B.I. 

Term Expires 1962 

Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 

Director: Richard M. Jones, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 

Chairman: Martin R. pees M.D., Mount Sinai 
Hospital, New York 2 

Term Expires 1960 

Harry E. Panhorst, Washington University Clinics, St. 
Louis 10 

Harold Prather, Richmond Memorial Hospital, Rich- 
mond 27, Va. 

Kenneth Wallace, St. John’s Hospital, Tulsa 4, Okla, 

Term Expires (961 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rev. John J. Humensky, Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

William L. Wilson (vice chairman), Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 

Term Expires 1962 

W. P. Earngey Jr., Harris Hospital, Fort Worth 4, 


Texas 

Clyde L. Sibley, Birmingham Baptist Hospital, Bir- 
mingham 11, Ala. 

W. W. Stadel, M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 

Secretary: Kenneth Williamson, Washington Service 
Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 
Chairman: Mrs, Palmer Gaillard Jr., Mobile Infir- 
mary Women's Auxiliary, Mobile 16, Ala. 


Term Expires 1960 
Guy M. Hanner, Good Samaritan Hospital, Phoenix, 


Ariz. 

Mrs. Harry Milton (vice chairman), Jewish Hospital 
of St. Louis Auxiliary, St. Louis 10 

Laura Vossler, Presbyterian Hospital in the City of 
New York, New York 32 


OF THE AMERICAN HOSPITAL ASSOCIATION 


Term Expires 1961 - 

Mrs. Columbus Conboy, Ladies Auxiliary of St. Joseph 
Infirmary, Louisville 17 

Mrs. Leonard A. Lang, Women’s Auxiliary Cambridge 
State School and Hospital, Cambridge, Minn. 

Mrs. Kurt A. Scharbau, Rockford Memorial Hospital 
Auxiliary, Rockford, Ill. 


Term Expires 1962 

Mrs. Robert N. Carson, New rage 3 (Hospital) League 
for Service, Inc., New Rochelle, 

Max L. Hunt, Yakima Valley Menorial Hospital, 
Yakima, Wash. 

Melba Powell, Coahoma County (Hospital) Women’s 
Auxiliary, Clarksdale, Miss. 

Secretary: Patricia Sussmann, 840 North Lake Shore 
Drive, Chicago 11 


Council on Planning, Financing 
and Prepayment 


Chairman; J. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 

Term Expires 1960 

Herman Herold, North Louisiana Sanitarium, Shreve« 
port 7, La. 

Delbert L. Pugh, Columbus Hospital Federation, Co- 
lumbus 3, Ohio 

Sister Mary Vincent, R.N., Santa Rosa Hospital, San 
Antonio 7, Tex. 

Term Expires 1961 

Dean A. Clark, M.D. (vice chairman), Massachusetts 
General Hospital, Boston 14 

John D. Porterfield, M.D., deputy surgeon general, 
Public Health Service, Washington 25 

John H, Zenger, Utah Valley Hospital, Provo, Utah 

Term Expires 1962 

Stanley W. Martin, Ontario Hospital Association, To- 
ronto 7, Ont. 

ee wy es P. Richardson, Presbyterian Hospital, Charlotte 
1 


Robert M. Sigmond, Hospital Council of Western 
Pennsylvania, Pittsburgh 13 

Secretary: Hiram Sibley, 840 North Lake Shore Drive, 
Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, Conn, 


Term Expires 1960 

Louis B. Blair, St. Luke’s Methodist Hospital, Cedar 
Rapids, Towa 

Gerhard Hartman, Ph.D., 
City, Towa 

Leon C. Pullen Jr., Decatur and Macon Ceunty Hospi- 
tal, Decatur, Tl. 


Term Expires 1961 

Leonard O. Bradley, M.D., Winnipeg General Hospi- 
tal, Winnipeg 3, Man. 

Richard D. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases, New York 21 

David B. Wilson, M.D. (vice chairman), University 
Hospital, Jackson 5, Miss, 

Term Expires 1962 

Henry T. Clark Jr., M.D., University of North Caro- 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Veterans Administration, Wash- 
ington 25 

Henry N. Pratt, M.D., Society of the New York Hos- 
pital, New York 21 

Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


University Hospitals, Iowa 


Council on Research and Education 


Chairman: E. Dwight Barnett, M.D., Palo Alto-Stan- 
ford Hospital Center, Palo Alto, Calif. 


Term Expires 1960 

Celeste K. Kemler, Valley View Hospital, Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, R.T. 

Harry M. Malm, Lutheran Hospitals and Homes So- 
ciety, P.O. Box 1587, Fargo, N. Dak. 

Term Expires 1961 

Elbert DeCoursey, M.D., Southwest Foundation for Re- 
search and Education, San Antonio 7, Tex 

Charles S. Paxson Jr., Hahnemann Hospital, Philadel- 

hia 2 

aes W. Stephan (vice chairman), University of 
Minnesota, Minneapolis 1 

Term Expires 1962 

Charles D. Flagle, Johns Hopkins Hospital, Balti- 
more 5 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, Mich. 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 

Secretary: Daniel 8. Schechter, 840 North Lake Shore 
Drive, Chicago 11 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 

Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

John E, Sullivan, controller 
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All Four Benefit 
From the Finest Equipment 














i fie ti oe 4 ion 


Modern, safe, dependabie Gomco equipment 
helps ease the tasks of the physicians and nurses 
who minister to the patient’s needs. The feeling 
of added security enjoyed by the patient inspires 
favorable opinion, which in turn enhances the 
hospital’s reputation. 


Such is the case with the Gomco No. 799 Mo- 
bile Aspirator. Ideal for hospital floor use, this 
powerful unit is easy to move about, simple to 
operate and maintain. Controls are conveniently 
located at the top of the unit. The regulator valve 
controls the exact degree of suction required, 
from 0” to 25” of mercury. Quiet, vibration-free 
operation leaves the patient undisturbed and re- 
laxed. Gomco Aerovent® overflow protection — 
automatically prevents flooding of the suction 
bottle, thus protecting the pump from damage. 





Yes, patients, physicians, nurses, hospitals —all 
four benefit from the fine performance of equip- 
ment like the Gomco No. 799 Mobile Aspirator. 
Phone your Gomco dealer — he'll be glad to dem- 
onstrate the superior features of this and all the 
other quality units in the complete Gomco line. 


GOMCO SURGICAL MANUFACTURING CORP. 


820-H E. Ferry St., Buffalo 11, N. Y. 
Smooth-rolling, rubber-tired 
and ‘euaventeat handle | Distributed Outside the U.S. A. and Canada by: 


easy mobility for the Gomco 
No. 799 Mobile Aspirater. INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N. Y. 
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introducing tHe authors 


Delbert J. Kenny, mortgage spe- 
cialist and president of B. C. Zieg- 
ler and Com- 
pany, West 
Bend, Wis., out- 
lines criteria 
and methods by 
which hospitals 
can finance their 
capital require- 
ments on a 
sound basis (p. 
28). 

Mr. Kenny 
has been associ- 
ated with the West Bend invest- 
ment banking house for 40 years 
and has served as its president for 
20 years. 

Mr. Kenny has been an active 
participant in numerous civic, vet- 
erans and fraternal organizations. 
He currently serves as national 
vice chairman and member of the 
National Finance Committee, Na- 
tional Conference of Christians 
and Jews. In 1951-52 he served as 


MR. KENNY 





Wisconsin Brotherhood chairman. 
He is also a past state com- 
mander of the Wisconsin American 
Legion and former district gover- 
nor for Rotary in Wisconsin. 


Douglas M. McNabb, as co-author 
with Roger E. Wyatt Jr., R.Ph., 
discusses the contractual arrange- 
ment that the Emma L. Bixby 
Hospital in 
Adrian, Mich., 
has made with 
a local retail 
pharmacy (p. 
50). 

Mr. McNabb 
has served as 
administrator of 
the Adrian hos- 
pital for seven 
years. Prior to 
that time, he 
was associated with two hospi- 
tals in British Columbia: the Royal 
Columbian in New Westminster 
and the Vancouver General. He 


MR. McNABB 





every day 


away 
With a Diack in the 
middle 
Pack sterility is 
no riddle.”’ 





USE DIACKS 


‘‘When you use Diacks 


All your worries clear 


Go back to the first principles of cleanliness and sterility and 
you will control the staph problem. 


SMITH & UNDERWOOD, Royal Oak, Michigan 


Sole manufacturers of Diack Controls and Inform Controls 








served as assistant to the personnel 
officer and later credit manager at 
the Royal Columbian Hospital be- 
fore joining the staff of the Van- 
couver General Hospital as admin- 
istrative assistant. 

Mr. McNabb’s organizational af- 
filiations include membership in 
the American College of Hospital 
Administrators. He serves as a 
member of the Committee on Dis- 
aster Planning, Michigan Hospital 
Association, and of the Hospital 
Relations Committee, Michigan 
Hospital Service, Detroit. 

Mr. McNabb holds a bachelor of 
arts degree from the University of 
British Columbia and a diploma 
in hospital administration from the 
University of Toronto. 


R. Mark Stanton, director of Char- 
lotte Hungerford Hospital, Tor- 
rington, Conn., 
describes the 
hospital’s 
method of es- 
tablishing a nor- 
mal infection 
incidence rate 
for the nursery 
by means of a 
postnatal survey 
(p. 38). 

Mr. Stanton’s 
interest in hos- 
pitals stems back to his college 
days at the University of Texas, 
Austin. While working for his B.A. 
degree, he served as laboratory 
technician at the Austin State Hos- 
pital. Prior to joining the Torring- 
ton hospital three years ago, he 
served in administrative capacities 
at the Norfolk (Va.) General Hos- 
pital for four years and at the 
McLeod Infirmary, Florence, S.C., 
for six years. 

While serving as administrator 
of McLeod Infirmary in Florence, 
Mr. Stanton was an active partici- 
pant in the programs of the South 
Carolina Hospital Association. He 
served on numerous committees 
and councils of the association in 
addition to serving as its president 
and trustee. He also served as a 
trustee of the South Carolina Hos- 
pital Service Plan, Columbia. 

Mr. Stanton is a member of the 
American College of Hospital Ad- 
ministrators. 


MR. STANTON 


HOSPITALS, J.A.H.A. 





Holds 


firmly! 
Faster 


than pins or 
string! 


You can 
write on it! 


e| Peels off 
Sciam ee a \: ' clean—no 
Dark lines ii ‘i sticky 
tell at a glance a (in \ residue! 
pack has been = > a a 
autoclaved! 


J” Special inks cannot 
Nothing on the = i be accidentally 
ae — 7 4 activated by sunlight, 
of course, can guarantee A oS : ee 2 
sterility of < x a eee ; i radiator heat, 


sue th so ~~ dry air pocket in 
Tr " faulty autoclave! 





JMiinnesora [finine ano ]/fanuracrurine company 
o+-+ WHERE RESEARCH IS THE KEY TO TOMORROW 
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Parkside Model 5607 





iF IT’S A GENUINE Gendron __ 


.. IT’S THE FINEST OF ITS KIND! 
for quality, durability... for assured patient comfort! 


Like all Gendron wheeled equipment, for 
hospital or home patient rehabilitation, the 
Parkside folding wheel chair is designed to 
provide the utmost in appearance, comfort 
and mobility. The strong, ruggedly con- 
structed frame is welded, chrome plated 
tubular steel for years of trouble-free serv- 
ice and pleasing appearance, plus extra 
strength and shock absorbing action. Back 
and 18” seat are of soft, yet rugged Nylon 


Mohair for warmth. This exclusively Gen- 
dron seat won’t sag or squeeze, but offers 
continued patient comfort over long periods 
of usage. Standard equipment includes up- 
holstered arm rests, stainless steel side 
guards, adjustable die-cast aluminum fold- 
ing foot rests, 24’ ball bearing tangent 
spoke rear wheels with 1’ rubber tires, and 
tubular handrims. Write for full details on 
the Parkside and Gendron’s complete line. 


GENDRON ...FOR OVER 85 YEARS THE QUALITY MANUFACTURER 
OF WHEELED EQUIPMENT FOR THE PATIENT OR THE HANDICAPPED 


—_—T 


WHEEL INVALID COMMODES INVALID WALKERS | WHEEL STI THE 


— | CHAIRS 





£ 





GENDRON 
WHEEL COMPANY 
PERRYSBURG, OHIO 
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A progress report 
on Switts 


ANTI-STAPH 


| TC e ram 


Swift's Anti-Staph program has resulted in the 
development of three notable products. Each 
has been especially formulated to decrease the 
incidence of staphylococcus infection in a spe- 
cific “danger” area in the hospital: 
ENSTAPH... A complete germicidal 
laundry soap that is 
substantive to fabrics. 
For pre- and post-op 
personal wash and 
scrubbing. In bar, 
liquid, and liquid con- 
centrate forms. 
HERCULES KSA... A liquid detergent con- 
centrate and powerful 
germicide to combat 
“staph’’ on walls, 
floors, equipment, etc. 
Tests to help determine the anti-bacterial 
effectiveness of these products were conducted 
both by Swift laboratories and by hospital 
pathologists. Some typical findings are out- 
lined below. 


LEXARD... 


Battle bacteria on 
all hospital fronts 


Subject: ENSTAPH 


A Substantive Germicidal Laundry Soap 


The substantive quality of the germicide in Enstaph 
effectively controls staphylococcus aureus while fabrics 
are in use. Being a complete soap, Enstaph is also easy 
to use . . . because the germicide is built in. No extra 
formulas or additives are needed—so use costs are low. 

The findings at right indicate the anti-staphylococcal 
activity of Enstaph in the presence of organic mate- 
rials, Bacteria is inhibited under the Enstaph-washed 
cloth furnished by a hospital. Test was designed to 
parallel condition where fabric is contaminated with 
pus, blood, urine, food, etc. 





FABRIC CONTACT PLATE TEST 


e 


CLOTH WASHED IN 
ENSTAPH 5 TIMES 


WASHED IN 
REGULAR FORMULA 


& 


CLOTH 
UNWASHED 


(MIXTURE OF STAPHYLOCOCCI) 
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HOSPITAL FINDINGS—Numerous Enstaph-washed 
washcloths, diapers, sheets, gowns, etc., were subjected 
to rigorous tests, both by hospital pathologists and 
Swift scientists. Result: Excellent anti-bacterial activity. 


For full information, write for brochure. 


SWIFT & COMPANY 
SOAP DEPARTMENT 
4115 Packers Ave., Chicago 9, Illinois 





Here is a representative 
sampling of Hard’s distinctive 
new Mark 20 line of patient 
room furniture. There are 21 
unique pieces in all, fashioned 
in Life-Long Metal, available 
in a range of variations 

using decorator enamels 

and Formica. Ask 

your dealer about 

Hard Mark 20. 


THE HARD MANUFACTURING CO. 


this is MARK 117 Tonawanda Street 


Buffalo 7, New York 
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& ST. LOUIS BLUE PLANS OFFER CATAS- 
TROPHIC COVERAGE—Catastrophic 
illness coverage, designed to sup- 
plement the basic hospital and 
medical-surgical coverage, was of- 
fered last month by St. Louis Blue 
Cross and Blue Shield to industrial 
groups of 50 or more employees. 
The new type of contract, called 
“Blue Major”, has deductible, cost- 
sharing and maximum benefit fea- 
tures. 

The major medical benefits in- 
clude payments of all types of ex- 
penses connected with unusually 
serious or long-term illness, such 
as psychiatric treatment, private 
duty nursing, physiotherapy, pre- 
scription medicines and wheel chair 
rentals. 

To satisfy the needs of various 
groups, the “Blue Major” provides 
for variations in the maximum total 
benefit and deductible amounts and 
in the share of expenses paid by 
the patient. Those features, how- 
ever, apply only if the cost of 
illness exceeds the basic benefits, 
which are paid first. 


> FIVE CHICAGO GROUPS JOIN IN MEET- 
INGS TO EXPLORE COSTS—What began 
as a number of separate meetings 
between the Chicago Federation of 
Labor Committee on Health and 
Welfare and groups in the health 
field has recently been welded into 
a joint effort to investigate and dis- 
cuss hospital and medical costs and 
prepayment rates, and to work co- 
operatively for optimum use of 
hospital and medical services. 

The labor federation and four 
other organizations have planned 
a series of five joint meetings of a 
“working conference nature.” In 
addition to the CFL and Blue 
Cross-Blue Shield, which was the 
first to meet with the labor com- 
mittee at its invitation, partici- 
pants will be the Chicago Hospital 
Council, the Chicago Medical So- 
ciety, and the Chicago Association 
of Commerce and Industry. 


> NEW YORK PHYSICIANS FAVOR CURB 
ON ADMISSIONS—The establishment 
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of hospital committees on admis- 
sions will be recommended by the 
Medical Society of New York Coun- 
ty. According to David Lyall, M.D., 
vice president of the society, the 
professional group will make this 
recommendation to medical boards 
of voluntary hospitals as one way 
of holding the line on rising hos- 
pital and health insurance costs. 
The program will be aimed at both 
eliminating unnecessary admis- 
sions and shortening the length of 
stay. More patients will then be 
treated in physicians’ offices and 
in hospital outpatient departments, 
Dr. Lyall explained. 

Dr. Lyall made this announce- 
ment on January 31, at the annual 
Elizabeth Blackwell Award cere- 
mony, in the New York Infiu.aary, 
New York City. 


> INTERNS ARE NOT ESSENTIAL, PHILA- 
DELPHIA HOSPITAL FINDS—After 18 
months’ operation without interns, 
Temple University Hospital, Phila- 
delphia, found the arrangement 
works so well that it decided not 
to resume their use. 

The hospital discontinued its in- 
ternship program in 1958 when it 
found it could fill only half its 36 
intern positions. Instead, it sub- 
stituted a plan under which intern 
services are performed by senior 
medical students and residents. It 
now draws 120 senior students 
from the Temple University School 
of Medicine. 

The patients have found the ar- 
rangement satisfactory. According 
to Robert M. Bucher, M.D., dean of 
the medical school, “because there 
are many more senior medical stu- 
dents than there were interns, 
there is closer patient contact.” 


> THE EMPLOYEE: MAJOR TOPIC AT ACHA 
CONGRESS—Many aspects of person- 
nel relations, and employee com- 


munication methods in particular, 
were considered during the two- 
day Congress on Administration 
presented last month in Chicago by 
the American College of Hospital 
Administrators. 

Guest speakers and participants 
in the seminars agreed that a good 
understanding of an employee by 
his supervisor is needed in per- 
formance appraisal and in delegat- 
ing responsibility. 

Grievance procedures wee 
stressed as an important aspect of 
personnel relations and as a deter- 
rent to labor union activity in hos- 
pitals. 

A problem-spotting system that 
would keep the adrninistrator ap- 
prised of employee problems was 
recommended at one seminar. At 
another, on the subordinate and 
his freedom to act, the group con- 
sidered how an employee can be 
made to feel free—a condition to 
accepting responsibility well. 

The emergence of the “egg- 
head’’, a professional problem solv- 
er, in management was discussed 
at one of the general assemblies 
by a psychologist from the Car- 
negie Institute of Technology. (De- 
tails pgs. 85 and 86) 


> MEDICAL EDUCATION CONGRESS CON- 
SIDERS THE PATIENT—The effect of the 
teaching hospital environment, and 
rules that should be observed by 
physicians for physical and psy- 
chological patient comfort were 
among topics discussed at the 56th 
Annual Congress on Medical Edu- 
cation and Licensure held last 
month in Chicago. 

Continuing education of medical 
staff by means of inhospital meet- 
ings for discussion of cases was 
recommended by a _ Waterville, 
Maine, physician. 

The responsibility of orienting 
foreign medical graduates in 





Worth Quoting 


“So long as you are helping to do God’s work of healing the sick, 
you can never lose place or preference in a world where God’s pur- 
poses come first.”—-Robert M. Cunningham Jr., editor, The Modern 
Hospital, writing in the December 1959 issue of Hospital Progress. 











United States procedures was 
placed on hospitals by a speaker 
from The Rockefeller Foundation. 
He also enumerated science sub- 
jects in which, he believed, for- 
eign physicians need re-education. 
(Details p. 88) 


> COMMITTEE NAMED TO STUDY HOSPI- 
TAL NEEDS—The development of 
principles for community-wide 
planning of health facilities will 
be the goal of a 15-member ad hoc 
committee appointed last month, 
according to an announcement 


from the Public Health Service 
and the American Hospital Associ- 
ation. 

The two organizations said that 
one of the principal functions of 
the committee they are cosponsor- 
ing will be to establish authorita- 
tive guidelines for area planning 
groups in developing plans for im- 
proved hospital services and fa- 
cilities, especially in metropolitan 
areas. Other objectives include the 
development of principles to be 
followed in the organization and 
composition of area planning 





MICROSCOPE SLIDES 
and COVER GLASSES 


NOTHING IS 


formerly (,LAScCO 


For over 20 years Erie Scientific has manufac- 


tured the precleaned microscope slides and cover 


CHANGED BUT 


glasses marketed under the name “Glasco”, Now 


as Glasco’s services as a distribution organiza- 


THE NAME 


tion come to an end, these same fine products, 


identical in every respect, will be sold under 
the name, ESCO. Write for descriptive literature. 


ERIE SCIENTIFIC 
18 


BUFFALO 10, N.Y. 





groups, and steps which should be 
taken to assure the acceptance of a 
planning organization as the au- 
thoritative central hospital plan- 
ning agency of the community. 

George Bugbee, president of 
Health Information Foundation, 
New York City, will head the com- 
mittee. Other members are also 
authorities in the hospital and 
health facility field. 

Edwin L. Crosby, M.D., director 
of the AHA, noted that despite the 
existence of a few effective plan- 
ning groups in metropolitan areas, 
most areas of the nation do not have 
such groups. He commented also 
on the increasing need for co- 
ordinated health facility planning. 
Surgeon General Leroy Burney, in 
his comments, called hospital plan- 
ning “one of the greatest health 
challenges facing the nation to- 
day.” 
> REPORT FROM WASHINGTON—Regu- 
lations governing the new federal 
employees’ health insurance pro- 
gram have received tentative ap- 
proval from the Civil Service Com- 
mission. Thirty days have been 
allowed for comments from em- 
ployee unions and other interested 
parties. The final version of the 
regulations will be published in 
the Federal Register. (Details p. 
75) 

@ A report on the nation’s nurs- 
ing homes by the Senate Subcom- 
mittee on Problems of the Aged 
and Aging, based on testimony 
heard last fall, cited a number of 
grave deficiencies that exist in the 
homes. Lack of adequate person- 
nel and inadequecy of therapy 
services were cited. The subcom- 
mittee recommended that financial 
assistance be granted by Congress 
to homes meeting minimum stand- 


ards. (Details p. 76) 


p courT DECISION FREES ILLINOIS PLANS 
TO SELL IN ANY COUNTY—Until re- 
cently, a Blue Cross Plan in IIli- 
nois was prohibited from operating 
in a county unless it had contracts 
with hospitals operating at least 
30 per cent of general hospital beds 
in that county. This provision of 
the Non-Profit Hospital Service 
Plan Act was held unconstitutional 
last January by the Illinois Su- 
preme Court. A suit testing the 
validity of this prohibition had 
been brought by the Plan of Rock- 
ford, Ill. (Details p. 90) 
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Greater promise for survival 


within the “protective shell” of the ISOLETTE® 


The ISOLETTE® insures every advantage for survival. 


Maximum protection for the tiniest infant requires 
strict isolation and precise control of the incubator 
environment. The IsoLetre® Infant Incubator alone 
provides these essentials through “well regulated 
warmth and humidity and economical oxygen con- 
centrations in a convenient working area for nurse 
and doctor... The isolation of the patient from his 
neighbors and from the contaminated or ailing doc- 
tor or nurse is an additional safeguard. Intravenous 
cutdowns, weighings, spinal taps and other proce- 
dures are all possible within its protective shell.’”! 

For absolute isolation, fresh, pathogen-free, circu- 
lating outside air is made available only by the 
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IsoLETTE. When nursery air must be used, addition of 
the new MIcro-FILTErR to the IsoLetrte incubator pro- 
vides pathogen-filtered air by removing all air-borne 
contaminants down to 0.5 micron in size. Moreover, 
**...a humidity of 80 to 90 percent can be obtained 
only in incubators with forced ventilation (e. g., the 
ISOLETTE).””2 

For additional information about the Iso.etre, 
write to Air-SHIELDS, INc., Hatboro, Pa. or phone us 
collect from any point in the U.S.A. (OSborne 5-5200). 


1. Lynn, H.B.: Postgrad. Med., 22:429, 1957. 
2. Dancis, J.: Postgrad. Med., 22:194, 1957. 





/ ALR-SHIELDS, we. Jf A 


Hatboro, Pa., U.S.A. 





Research and engineering to serve medicine throughout the world. 
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IBM RAMAC 305 


es aisacaie meh: 


Tut % mre 


»2.3 years of technical progress 
add greater power and flexibility to this 
random access data processing system 


In September, 1956, we announced the startling new solution to business 
record-keeping problems . . . the RAMAC 305 Data Processing System! 

Here at last was a system which could record all transactions—at ran- 
dom—and simultaneously update all ledgers affected by the transaction 
. . . at tremendous speeds and with great reliability. Today, 3 years and 
thousands of experience-hours later, the IBM RAMAC remains the only 
truly random access method of accounting and control. And IBM has 
added even greater speed and flexibility to RAMAC through a sustained 
program of technical progress. Some of the advances that have resulted 
from this program are shown at right. 

These continuing advances are part of IBM’s concept of Balanced Data 
Processing—up-to-date systems and supporting services designed to keep 
ahead of the data processing problems of modern business. Your local 
IBM representative will gladly tell you more about RAMAC, its applications 
and benefits. Call him today. 18M RAMAC 305, like all IBM data processing 
equipment, may be purchased or leased. 


balanced data processing IBM 


li. ' 


14 NEW REASONS WHY IBM 
RAMAC 305 OFFERS THE BEST 
SOLUTION TO YOUR RECORD- 
KEEPING PROBLEMS : 


1. Divide Command—saves 80% of the 
time required by programmed division. 
2. Second Track Output—permits con- 
current printing and punching of dif- 
ferent material. 

3. Increased Storage Capacity— 
through a second, on-line 5-million 
character disk storage unit. 

4. Increased Production—and de- 
creased through-put time when seeking 
records at random, through the addi- 
tion of dual access arm for each file. 
5S. 407 Printer On-Line—makes avail- 
able the high-speed printing ability of 
the IBM 407 Accounting Machine. 

6. Input Rearrangement—permits writ- 
ing data on card input track in different 
sequence from the original card. 

7. Input Analysis—the ability to ex- 
amine input cards for distinctive codes. 
8. Remote Printing Station—permits 
inquiry and print out of information at 
a distance from the system itself. 

9. Paper Tape Reader (382) —handles 
input from paper tape produced by 
teletype and other devices. 

10. Double Capacity Disk File—10 or 
20 million characters are stored in the 
same physical space previously re- 
quired for 5 or 10 million characters. 
Files with dual access arms can be 
attached to the 305 system. 

11. Direct Input from Paper-Handling 
Equipment—the linking of RAMAC and 
Series/1200 magnetic character-sensing 
equipment for banks. 

12. Compander—permits groups of as- 
sociated data to be updated, regrouped 
or altered in parallel transfers with 
fewer program steps. 

13. Program Exit Overlap—a timesav- 
ing device which eliminates, or over- 
laps in certain cases, the 20-millisecond 
delay time normally required for excur- 
sion to the control panel for logical de- 
cisions and branching. 

14. Increased Processing Speed—re- 
duces the time required to transfer data 
between the drum tracks, thus reducing 
over-all operating time wherever proc- 
ess time is greater than input-output 
time. Reductions of up to 25% in proc- 
essing time and up to an average of 
20% increase in through-put time may 
be realized with no change in the ex- 
isting program itself, 
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swvice from headquarters 


Hospital grievance committee 


We are interested in establishing a 
grievance committee. How should such 
a committee be organized? 


There are several ways in which 
a grievance committee can be 
organized. One of the most satis- 
factory procedures is to select 
members for the committee by 
alphabetical order from the em- 
ployees. This committee would 
then rotate monthly, giving every 
employee an opportunity to be on 
the committee. 

Some grievance committees are 
formulated by having management 
appoint three or four persons and 
the rest of the committee is then 
elected by the employees. This 
method has worked satisfactorily 
in some hospitals but has failed 
in others. 

The establishment of grievance 
committees is a problem that each 
individual hospital must scrutinize 
very carefully. 

The Hospital Literature Index, 
published by the American Hospi- 
tal Association, is a good source 
for reference material on this sub- 
ject. If your hospital library does 
not already receive the Indez, it 
is available from Association head- 
quarters on a subscription basis 
at $5 per year and is published 
twice a year.—JACK W. OWEN 


Package insurance institute 


I would like to inquire as te the 
details of the package insurance in- 
stitute program which the American 
Hospital Association has to offer. 
What is its content? Who usually 
leads it? 


The package insurance institute 
program adheres quite closely to 
the program of the insurance in- 
stitutes conducted by the AHA. 
The program is designed for those 
persons in hospitals who are re- 
sponsible for the planning and ad- 
ministration of the insurance pro- 
gram of the hospital. 

In considering an insurance pro- 
gram for hospitals, it is convenient 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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to divide insurance into four areas 
which represent potential sources 
of loss: 

1. Financial loss resulting from 
the destruction of or damage to 
the hospital’s property. This re- 
fers to fire and extended coverage 
insurance and the so-called allied 
lines. 

2. Financial loss contingent upon 





or in consequence of such destruc- 
tion of property. This refers to 
consequential loss insurance, such 
as business interruption and ac- 
counts receivable insurance. 

3. Financial loss caused by theft. 
This refers to the forms of bur- 
glary insurance and fidelity bonds. 

4. Financial loss from payment 
to third parties for liability im- 
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the LINE-0-VISION bea sign by Hollister 


Here's a new kind of bed sign you can read with eye- 


level comfort in any location . 
O-Vision’s new slanted slots make the difference. 
Mount the sign low on a footboard. Or turn it upside 
down and attach it high on a wall or door. Just stand 
That’s all it takes to read the sign 
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and glance. 
quickly, easily. 


. high or low. Line- 


Line-O-Vision’s distinctive design and varicolored 
reminder cards attract staff attention to important 
orders for patient care. For complete information, 
write for free Line-O-Vision Bed Sign folder. 
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IBM RAMAC 305 


-».3 years of technical progress 
add greater power and flexibility to this 
random access data processing system 


In September, 1956, we announced the startling new solution to business 
record-keeping problems . . . the RAMAC 305 Data Processing System! 

Here at last was a system which could record all transactions—at ran- 
dom—and simultaneously update all ledgers affected by the transaction 
. . . at tremendous speeds and with great reliability. Today, 3 years and 
thousands of experience-hours later, the IBM RAMAC remains the only 
truly random access method of accounting and control. And IBM has 
added even greater speed and flexibility to RAMAC through a sustained 
program of technical progress. Some of the advances that have resulted 
from this program are shown at right. 

These continuing advances are part of IBM’s concept of Balanced Data 
Processing—up-to-date systems and supporting services designed to keep 
ahead of the data processing problems of modern business. Your local 
IBM representative will gladly tell you more about RAMAC, its applications 
and benefits. Call him today. 18M RAMAC 305, like all IBM data processing 
equipment, may be purchased or leased. 


balanced data processing IB M 


14 NEW REASONS WHY IBM 
RAMAC 305 OFFERS THE BEST 
SOLUTION TO YOUR RECORD- 
KEEPING PROBLEMS : 


1. Divide Command—saves 80% of the 
time required by programmed division. 
2. Second Track Output—permits con- 
current printing and punching of dif- 
ferent material. 
3. Increased Storage Capacity— 
through a second, on-line 5-million 
character disk storage unit. 
4. Increased Production—and de- 
creased through-put time when seeking 
records at random, through the addi- 
tion of dual access arm for each file. 
5. 407 Printer On-Line—makes avail- 
able the high-speed printing ability of 
the IBM 407 Accounting Machine. 
6. Input Rearrangement—permits writ- 
ing data on card input track in different 
sequence from the original card. 
7. Input Analysis—the ability to ex- 
amine input cards for distinctive codes. 
8. Remote Printing Station—permits 
inquiry and print out of information at 
a distance from the system itself. 
9. Paper Tape Reader (382) —handles 
input from paper tape produced by 
teletype and other devices, 
10. Double Capacity Disk File—10 or 
20 million characters are stored in the 
same physical space previously re- 
quired for 5 or 10 million characters. 
Files with dual access arms can be 
attached to the 305 system. 
11. Direct Input from Paper-Handling 
Equipment—the linking of RAMAC and 
Series/1200 magnetic character-sensing 
equipment for banks. 
12. Compander—permits groups of as- 
sociated data to be updated, regrouped 
or altered in parallel transfers with 
fewer program steps. 
18. Program Exit Overlap—a timesav- 
ing device which eliminates, or over- 
laps in certain cases, the 20-millisecond 
delay time normally required for excur- 
sion to the control panel for logical de- 
cisions and branching. 
14. Increased Processing Speed—re- 
duces the time required to transfer data 
between the drum tracks, thus reducing 
over-all operating time wherever proc- 
ess time is greater than input-output 
time. Reductions of up to 25% in proc- 
essing time and up to an average of 
20% increase in through-put time may 
be realized with no change in the ex- 
isting program itself, 
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Hospital grievance committee 


We are interested in establishing a 
grievance committee. How should such 
a committee be organized? 


There are several ways in which 
a grievance committee can be 
organized. One of the most satis- 
factory procedures is to select 
members for the committee by 
alphabetical order from the em- 
ployees. This committee would 
then rotate monthly, giving every 
employee an opportunity to be on 
the committee. 

Some grievance committees are 
formulated by having management 
appoint three or four persons and 
the rest of the committee is then 
elected by the employees. This 
method has worked satisfactorily 
in some hospitals but has failed 
in others. 

The establishment of grievance 
committees is a problem that each 
individual hospital must scrutinize 
very carefully. 

The Hospital Literature Index, 
published by the American Hospi- 
tal Association, is a good source 
for reference material on this sub- 
ject. If your hospital library does 
not already receive the Indez, it 
is available from Association head- 
quarters on a subscription basis 
at $5 per year and is published 
twice a year.—JAcK W. OWEN 


Package insurance institute 


I would like to inquire as to the 
details of the package insurance in- 
stitute program which the American 
Hospital Association has to offer. 
What is its content? Who usually 
leads it? 


The package insurance institute 
program adheres quite closely to 
the program of the insurance in- 
stitutes conducted by the AHA. 
The program is designed for those 
persons in hospitals who are re- 
sponsible for the planning and ad- 
ministration of the insurance pro- 
gram of the hospital. 

In considering an insurance pro- 
gram for hospitals, it is convenient 


The answers to these questions should not be con- 
strued as oe legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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to divide insurance into four areas 
which represent potential sources 
of loss: 

1. Financial loss resulting from 
the destruction of or damage to 
the hospital’s property. This re- 
fers to fire and extended coverage 
insurance and the so-called allied 
lines. 

2. Financial loss contingent upon 





or in consequence of such destruc- 
tion of property. This refers to 
consequential loss insurance, such 
as business interruption and ac- 
counts receivable insurance. 

3. Financial loss caused by theft. 
This refers to the forms of bur- 
glary insurance and fidelity bonds. 

4. Financial loss from payment 
to third parties for liability im- 
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the LINE-0-VISION bed sign by Hollister 


Here’s a new kind of bed sign you can read with eye- 


level comfort in any location . . 
O-Vision’s new slanted slots make the difference. 
Mount the sign low on a footboard. Or turn it upside 
down and attach it high on a wall or door. Just stand 
and glance. That’s all it takes to read the sign 
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any Level 


quickly, easily. 


. high or low. Line- 


Line-O-Vision’s distinctive design and varicolored 
reminder cards attract staff attention to important 
orders for patient care. For complete information, 
write for free Line-O-Vision Bed Sign folder. 
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posed by law. This refers to the 
several forms of liability insurance 
including workmen’s compensa- 
tion. 

These areas can be covered in a 
one-day institute or, if desired, 
the institute can be expanded to 
cover two days during which time 
related topics could be presented, 
such as the relationship between 
safety and insurance, a discussion 
on the changing concept of lia- 
bility of hospitals, and perhaps, 
the development of an insurance 
program for an actual hospital. 


In past institutes sponsored by 
state associations, the state com- 
mittees have drawn heavily on 
members of the Committee on In- 
surance for Hospitals and staff 
representatives of the AHA for 
faculty. In addition, there are, no 
doubt, very capable people in your 
own state who could present the 
necessary information with some 
concentrated study of the AHA’s 
Manual on Insurance for Hospitals. 

The principal visual aid in con- 
ducting an institute is a magnetic 
board. Small magnets are affixed 





CHICK - SMART 


Versatile 


Fracture Frames 
Gy Com Srol-tiale Mm at- la t-8) 





Simple yet functional fracture frames by Gilbert Hyde 
Chick! Fit any bed, in any position, high or low. Exclusive 
vise lock grips positively at any angle of traction, from 
0 to 360°. Raise or lower the bed . . . traction angle set 
by doctor absolutely will not change! Adjustable grip, 
another Chick exclusive, clasps securely to wide, narrow, 
or slanted bed frames. Frame sets for every bed include 
Chick Leinback Crib Fracture Set, Arm Lateral Set, and 
others for every special orthopedic need! Write today 


for descriptive literature. 





to the back of explanatory cards 
to be used in presenting the ma- 
terial. These boards provide flexi- 
bility in presentation. 

In addition to these boards, the 
library of the Association has ma- 
terial which it would make avail- 
able to your committee on a loan 
basis. We could also provide an 
outline of the speech to accom- 
pany the use of the magnetic 
board.—EpDWaARD J. MILLER 


Laundering diapers 

What can we do to prevent diaper 

rash in our nursery? Do you have any 

leaflets giving instructions for launder- 
ing diapers? 


This is a problem which a num- 
ber of hospitals have experienced 
among the newborn in their nurs- 
eries. The causes are usually due 
to either a stiff, harsh diaper or 
to some laundering reagent which 
remains in the diaper after it re- 
ceives its final rinse. 

We do not have leaflets or special 
printed instructions for laundering 
diapers but recommend that you 
study the Hospital Laundry: Manu- 
al of Operations published by the 
American Hospital Association. If 
you do not already have a copy, 
it is available from AHA head- 
quarters at $1.50. Pages 59 and 
60 of this manual contain a wash- 
ing formula and other information 
relative to the laundering process 
for diapers. 

We also suggest that the washing 
formula used in your laundry be 
studied, and that you consider 
adding a softening agent or an 
oil in the final rinse of the diapers 
to make the cloth softer and less 
irritating to tender skin. 

—G. A. WEIDEMIER 


Formula preparation 

We are interested in knowing 
whether or not there has been a recent 
change in the 1949 recommendations 
of the American Hospital Association 
for techniques for infant formula 
preparation in hospitals. 

The American Hospital Associa- 
tion’s publication, Procedures and 
Layout for the Infant Formula 
Room, copyrighted in 1949, has 
been reprinted as of 1958 without 
revision. Therefore, the recom- 
mendations of the AHA regarding 
techniques for infant formula 
preparation have not changed. 

—J. ALLAN MAHONEY, M.D. 
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The first and only proved 
Stainless steel, sterile surgical blade. 


arsharns 


ery for more than 3300 
st to coast because... 


STAINLESS STEEL SteriSharps mean: 


UNIFORM SHARPNESS guaranteed through STERILITY insured by heat sterilization and guar- 


electronic testing by the A-S-R Sharpometer. anteed to present each blade pathogen-free. 


LASTING QUALITY maintained in surgical use, 
with SteriSharps unaffected by body fluids, autoclav- 
ing, dry heat or solutions. 


SUPERIORITY established by controlled tests in 
CONVENIENCE in packaging to make each ster- representative hospitals, proving SteriSharps are 
ile blade instantly accessible. sharper, more durable, easier to use. 


A-S-R“¥= SteriSharps 


A-S-R PRODUCTS CORPORATION, HOSPITAL DIVISION, 380 MADISON AVENUE, NEW YORK 17, NEW YORK 
In Canada: A-S-R HOSPITAL DIVISION, 2055 DESJARDINS AVENUE, MONTREAL, CANADA 


ECONOMY due to a unique high quality stainless 
steel which takes a sharper edge that lasts longer, 
assures prolonged wear, fewer blade changes. 
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YOU WANT 
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DARNELL 


CAST ERS 


WHEELS 


to meet your exact needs 


There is a type of Darnell Caster or 
Wheel for every kind of use and 
floor. Made for light, medium and 
heavy-duty service, you are sure to 
find in the Darnell line the exact 
caster or wheel to meet your indi- 
vidual requirements . . . 
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LETTERS TO THE EDITOR 





Trustee’s role in the Sixties 


Dear Sir 

The Challenges of the Sixties as 
described and discussed in the 
January 1 issue of HOSPITALS, were 
well conceived and carried out. I 
don’t know how you could have 
done better, particularly as far as 
the authors are concerned. 

The major weaknesses of the 
discussions, as I see them, relate to 
the underemphasis that the au- 
thors have placed on the responsi- 
bilities of hospital trustees in each 
of the areas discussed. Of the 
seven major challenges confront- 
ing the hospital field, I think that 
all but the second, nursing and 
nurse education, will require much 
more active and aggressive interest 
on the part of trustees and leader- 
ship from them to achieve solu- 
tions. 

If you will think back to the 
fifties or the forties or even 
earlier, you will realize that these 
same challenges were confronting 
the field. Perhaps in varying im- 
portance or urgency, but. these 
challenges were there, or were be- 
ginning to emerge. Moreover, much 
has been said and written about 
them and mostly by administra- 
tors. 

In the meantime, the responsi- 
bilities of the hospital trustee have 
increased tremendously, but so 
little has been done to bring his 
role into proper perspective. TRUS- 
TEE magazine [the Journal for Hos- 
pital Governing Boards published 
by the American Hospital Associ- 
ation] has helped to some degree. 
But too often, hasn’t the discussion 
of the trustee’s role been on the 
basis of administrators talking to 
administrators rather than on the 
level of trustees talking to trus- 
tees? 

By postponing establishment of 
a sound program for hospital trus- 
tees, I feel that the American Hos- 
pital Association may be hastening 
the establishment of a national 
hospital care program by govern- 
ment. State hospital associations 


are making some attempts to in- 
augurate trustee programs and the 
regional hospital planning councils 
are exciting much interest in a 
number of areas. Perhaps we are 
heading toward the day when the 
internal affairs of the hospital are 
the sole concern of the administra- 
tor and the external affairs are di- 
rected by the trustees. 

I don’t see how the challenges 
as outlined in your January 1 issue 
will be met without trustees as- 
suming their proper responsibili- 
ties. Although there are isolated 
instances where trustees have as- 
sumed proper responsibilities, I 
feel confident that this goal can be 
accomplished nationally. I have no 
doubt that the American Hospital 
Association can do it.—C. J. Fo.ry, 
public relations consultant, Wayne, 
Ill. ad 


Need for adaptability 


Dear Sir 

It requires both knowledge of 
the problem and a writing skill 
that is rarely found to make a 
point as cleverly as did Ralph J. 
Hrodmaka in his article, “100 Beds 
and Where They Went: A Hospi- 
tal Fable,” in your January 16 
issue. 

The faulty judgment that he at- 
tributes to eager young graduates of 
schools of hospital administration 
is by no means confined to them. 
Far too often a newly employed 
administrator (especially if he has 
replaced an administrator who was 
discharged) assumes that he was 
employed “to make some changes”. 
As a consequence, perfectly good 
procedures and _  techniques—in 
fact the best features of the pre- 
vious administration—“go out the 
window”. 

Adaptability is a desirable trait 
for an administrator in all cases 
and under any conditions. Under 
certain conditions, moreover, 
adaptability is to be preferred to 
technical excellence.—FosTErR L. 
FOWLER, executive director, Mis- 
sissippi Commission on Hospital 
Care, Jackson. a 
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EVEN IN “SEEMINGLY HOPELESS CASES” 
INVOLVING “HOSPITAL STAPH”... 


“Tt would appear, therefore. that from this limited expe 


ence with 17 desperately ill patients, parenteral novobiocin 
Albamycin | is therapeutically effective and offers a reason 

able expectation of a favorable response eve 

hopeless cases.” 

M. W.: Am. J. M. Se. 236:330 (Sept.) 


Garry, 1938 


“Staphyloceccal sepsis, particularly as it appears within the 


hospital environment, continues to represent a serious and 
difficult therapeutic problem. ...It would appear that novo- 


biocin | Albamycin], like other broad-spectrum aatimicro 
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NOW 
hospital-size savings 


un the new, exclusive hospital size 


FURADANTIN 1000’s 


rand of nitrofurantoin 


Because of the ever-increasing demand for FURADANTIN, this 
new dispensing size is available to you at substantial savings. 


FURADANTIN TABLETS LIST PRICE TO HOSPITALS 


100 mg., bottle of 1000 240.00 
(saving $30.00 over buying by 500’s) 


50 mg., bottle of 1000 #120.00 
(saving $15.00 over buying by-500's) 


: Your usual discounts apply. 

ee 4 FURADANTIN Tablets, 100 mg., 1000’s and FURADANTIN Tab- 
lets, 50 mg., 1000’s will be available only from Eaton Labora- 
tories on a direct basis. Please place your orders directly with 
your Eaton representative or with our Branch servicing your 
hospital. 


FURADANTIN® 


neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 


NITROFURANS —a unique class of antimicrobials— 
oil I. 





editorial 


—hospitals and pharmacies 


OSPITAL-RETAIL PHARMACY CO- 
H operation to provide ade- 
quate, legal and safe pharmaceuti- 
cal services to patients in hospitals 
without a full-time or part-time 
registered pharmacist is important 
and timely enough to deserve care- 
ful consideration, especially among 
smaller hospitals, where the prob- 
lem is more acute. 

Proposals to establish a plan for 
hospital-retail pharmacy coopera- 
tion should be thoughtfully evalu- 
ated in the light of the following 
data from Part 2 of the Guide Issue 
of HOSPITALS, J.A.H.A., August 1, 
1959. 

@ Approximately 42 per cent of 
the voluntary short-term general 
and other special hospitals reply- 
ing to the Annual Survey question- 
naire of the American Hospital 
Association reported a pharmacy 
department and 58 per cent re- 
ported only a drug room. 

@ The Annual Survey question- 
naire so defines a pharmacy that 
the services of a full-time or part- 
time registered pharmacist must 
be rendered. It also so defines a 
drug room that the services of a 
pharmacist must be lacking. 

@ Therefore, approximately 58 
per cent of the nation’s voluntary 
short-term general and other spe- 
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cial hospitals lack the services of 
a registered pharmacist. What this 
implies in terms of patient safety, 
quality pharmacy service and legal 
complications needs no comment. 

® Hospitals in this category with 
less than 25 beds number 683. Of 
these, 7 per cent have a pharmacy 
and 66 per cent have a drug room. 
Of the 1311 with 25-49 beds, 13 
per cent have a pharmacy and 79 
per cent have a drug room. Of the 
1238 in the 50-99 bed range, 29 
per cent have a pharmacy and 74 
per cent have a drug room. (Over- 
lapping reporting of pharmacy de- 
partments and drug rooms by some 
hospitals accounts for per cents 
totaling more than 100 in some 
instances.) Per cent of hospitals 
with a pharmacy becomes greater 
as bed size increases and per cent 
with a drug room becomes greater 
as bed size decreases. 

@ The 4808 voluntary short-term 
general and other special hospitals 
responding to the questionnaire 
employ 3582 full-time and 1775 
part-time pharmacists. 

@® The 535 hospitals in this 
category with less than 25 beds 
replying to the questionnaire em- 
ploy 24 full-time and 19 part-time 
pharmacists; 1235 with 25-49 beds 
employ 87 full-time and 116 part- 
time pharmacists; and 1214 with 
50-99 beds employ 278 full-time 


and 182 part-time pharmacists. 
These figures clearly indicate that 
many hospitals do not have the 
services of a registered pharmacist. 

To insure safety for their pa- 
tients, hospitals lacking these serv- 
ices would do well to place the de- 
velopment of a plan to provide 
them high on the priority list. 
There are a number of possible 
arrangements to provide phar- 
macy service that do not involve 
adding a full-time pharmacist to 
the staff. Among these are sharing 
a part-time pharmacist with other 
hospitals, contracting for the serv- 
ices of another hospital’s pharma- 
cist and pharmacy, and contract- 
ing for the services of a retail 
pharmacy and pharmacist. 

A successful hospital-retail phar- 
macy arrangement is described in 
this issue (see article on page 50) 
by an administrator and a retail 
pharmacist. This is not the only 
possible arrangement, nor is it 
without faults, but it is working 
satisfactorily, and it is providing 
patients with the service of a 
qualified pharmacist. 

This problem—providing the 
smaller hospital with qualified 
pharmacy service—offers both a 
challenge and an opportunity to 
hospitals and retail pharmacy. 

*See “General Hospital Operates Chron- 


ic Home’s Pharmacy,” V. A. Halbert. Hos- 
PITALS, J.A.H.A. 33:65, Oct. 1, 1959. 
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A mortgage specialist writes on... 


FINANCING HOSPITAL 
CAPITAL REQUIREMENTS 


OLLOWING World War II and 
the Korean War, the United 
States faced the need for hospital 
expansion. This expansion was 
necessary not only to keep up with 
increased population but to catch 
up on the normal hospital expan- 
sion and modernization that would 
have taken place were it not for 
the depression of the 1930’s and 
the shortages of labor and ma- 
terials during the war periods. 
As always, there were the alter- 
natives of private vs. public hospi- 
tal expansions. Throughout the 
country there has been widespread 
development of publicly owned 
hospitals where private hospital 
facilities are inadequate for re- 
search, for care of the indigent, 
and for care of paying patients. 
The Hill-Burton Act, providing 
government grants for private as 
well as public hospitals, has em- 
phasized the general belief of the 
people of our country in the con- 
tinuance of private facilities and 
private charity. 


Delbert J. Kenny is president, B. C. 
Ziegler and Co., an institutional securities 
firm in West Bend, Wis. 

This article is based on a paper given 
by the author at the annual meeting of 
the American Hospital Association held 
last August in New York City. 
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Even in today’s tight money market, 
adequate funds are available to fi- 
nance hospitals’ capital requirements 
on sound bases, the author states. He 
discusses the basic criteria of sound 
financing, including equity, interest 
and amortization of capital, prepay- 
ments, present sources of funds, and 
provisions of different types of loans, 
such as mortgages, unsecured notes, 
note or bond issues and open end 
loans. 





But to finance an accumulated 
need of 20 years in a 10-year 
period has obviously required bor- 
rowed capital financing and con- 
tributed capital through Hill- 
Burton grants and community 
capital support, for there has also 
been the problem of catching up 
on depression and wartime depre- 
ciation, obsolescence and even neg- 
lect of properties and equipment. 


CRITERIA FOR SOUND FINANCING 


What are some of the criteria 
for sound hospital financing? This 
discussion refers only to nonprofit, 
private hospitals, because the 
publicly owned hospital involves 
the field of municipal financing. 

1. Needs: Obviously, the first 
question facing the investment 


by DELBERT J. KENNY 


banker is determining the com- 
munity or area’s present and po- 
tential need for hospital facilities. 
He must evaluate this need, in the 
interests of his company and 
clients, even though local hospital 
boards, hospital consultants, and 
analysts for the federal govern- 
ment usually have also determined 
this matter. 

Unnecessary and extravagant 
duplication of hospital facilities in 
cities where there are two or more 
hospitals is one of the most diffi- 
cult screening jobs the investment 
banker faces in evaluating com- 
munity needs. Competition be- 
tween hospitals to be the biggest 
or the best and the most extrava- 
gantly equipped, and to build just 
because the neighbor builds, pro- 
vides a similarly difficult screening 
task for the investment banker. 
There are hundreds of illustrations 
of competitive extravagance in a 
hundred cities in the country. 

2. Equity: In a capital financing 
project, an investment banker 
usually will desire that the loan 
not exceed 40 per cent of the value 
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of a project, including reasonable 
value of land, replacement value 
of existing property less depreci- 
ation and obsolescence, depreci- 
ated value of equipment other than 
consumable items, and the cost or 
reasonable value of the proposed 
new capital project. 

In an expansion project, the ideal 
is to limit the borrowing to 50 per 
cent of the cost of the new pro- 
ject; the theory is that if a lender 
matches dollars with the proprietor 
the loan is apt to be a sound in- 
vestment. If an amount equal to 
the amount of a loan has been 
provided once, within a reasonable 
time it can be provided again. 


HILL-BURTON FUNDS: AN EQUITY? 


Obviously Hill-Burton grants 
alone cannot be accepted as equity 
capital on the part of the sponsor 
or proprietor. There must be a 
community demonstration of local 
investment in the project either 
by the hospital corporation itself 
or by the public, because event- 
ually the loan must be paid locally 
either from hospital earnings or 
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by contributed capital from within 
the community. Rarely, if ever, 
should a hospital loan be made 
without newly contributed capital 
either from the sponsor itself or 
from sponsors or constituents with- 
in a community. 

3. Earnings: A loan or debt must 
be serviced, which includes pay- 
ment of interest and amortization 
of principal. The absolute mini- 
mum requirement in this con- 
nection would be the minimum 
requirement of the New York State 
Insurance Law—in the case of 
mortgage issues it requires average 
net income after depreciation and 
obsolescence for five years at least 
1% times the maximum annual 
interest charge on the proposed 
loan. In the field of institutional 
financing, depreciation is usually 
computed at a minimum of 1% 
per cent on buildings and building 
equipment and at an absolute 
minimum of 5 to 10 per cent on 
other hospital equipment. 


In determining net income, the 
recurring type of contributions, 
donations and bequests are in- 
cluded. Not included are the pro- 
ceeds of drives and unusual or 
“one-shot” contributions and be- 
quests. 

In the case of unsecured loans, 
the minimum statutory debt cover- 
age requirement is that the net in- 
come after depreciation and ob- 
solescence must equal at least 1% 
times the maximum annual in- 
terest requirement (the interest 
requirement refers to that on the 
proposed indebtedness and indebt- 
edness outstanding). 

Hospital boards often say, “We 
are not in the hospital business to 
make a profit”, or, “A hospital is 
not intended to make a profit”. 
What exactly does nonprofit mean? 
Even hospital boards may misun- 
derstand the use of the word “non- 
profit”. Under the laws of most 
states, nonprofit means that no in- 
dividual will participate in sur- 
plus of the corporation on a pro- 
prietary basis. The law does not 
mean that a nonprofit corporation 
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must necessarily operate at a defi- 
cit or at exactly the break-even 
point. 

But why shouldn’t hospitals 
operate in the black? Why 
shouldn’t people pay for hospital 
service the same as for any other 
service—on a basis which will 
support the institution and take 
care of its operating expenses, in- 
cluding a reasonable charge for 
depreciation, obsolescence, debt 
service, capital replacement and 
reasonable capital expansion? 


WHO SHOULD PAY THE BILL? 


This is not to imply that the pa- 
trons of a hospital, who are so un- 
fortunate as to need hospital serv- 
ice, should bear the whole burden 
of providing and maintaining the 
facilities of a hospital. The very 
existence and availability of a hos- 
pital in a community is a service 
to all the people of the community 
all of the time. So the community 
as a whole ought to contribute 
reasonably to provide capital 
building and equipment and even 
working capital for the general 
need. 

Hospital boards sometimes say, 
“After all, this is a charitable in- 
stitution”. However, investment 
bankers distinguish carefully be- 
tween charity and poor collection. 
Nor do bankers think that loss 
through charity should be added to 
the cost of hospital service paid by 
people who do not pay their bills. 
Individuals, through illness or ac- 
cident, must use hospital service. 
What possible reason is there for 
charging these people with the 
hospital’s moral responsibility for 
doing some charity in the com- 
munity? To make any such re- 
quirement obviously means that 
the cost of that charity is charged 
into the patient’s bill. 

It is most discouraging to find 
that a county or the city does not 
fully reimburse the hospital for its 
service to the indigent or charity 
patient. Frequently, it is equally 
discouraging and provoking to find 
that the community fund reim- 
burses the hospital on the basis 
of deficits rather than reimbursing 
the hospital for actual charity work 
done. This practice makes no sense; 
in many cases it has led to bad 
reports and accounting and has 
encouraged poor management. 

Akin to these is a third situation: 
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the inadequate reimbursement of 
hospitals by companies or associ- 
ations providing hospital insurance. 
Somebody has to make up defi- 
cits. Obviously it is either the pa- 
tient who does pay his bills or the 
community as a whole through 
contributions. 


DEFICITS DON’T HAVE TO HAPPEN 


Recently, when our company 
underwrote a large loan for a large 
and highly regarded hospital, a 
precedent was set with the condi- 
tion that the hospital corporation 
adopt and maintain a policy of 
operating in the black. Hospital 
administrators know, perhaps with 
reasonable exceptions, that hospi- 
tals can be operated in the black 
and that there is no good reason 
that they should not be. The law 
of compensation works; the hos- 
pital that is successful financially 
is usually successful in all other 
ways, while a hospital on the 
ragged edge budget-wise is always 
in difficulty. 

What kind of loan should the 
hospital have? Success in the field 
of institutional financing depends 
on a policy of fitting the loan to 
the needs of the borrower. A hos- 
pital in need of capital financing 
should not be expected to tailor its 
loan to meet the standards of an 
industrial or a utility or an oil 
issue. Some lending institutions 
have statutory regulations that for 
all practical purposes exclude them 
from the field of hospital financ- 
ing. Hospitals should always insist 
that any capital financing must 
reasonably fit the needs and poten- 
tialities of the borrower. The re- 
sult of this advice, of course, is 
that hospitals must be cautioned 
not to make “banker’s loans”. If a 
hospital needs a 10-, 15-, or 20- 
year amortization program there 
is no excuse for making a 1-, 3- 
or 5-year loan just to satisfy a 
lender who should not be making 
capital hospital loans anyway. It 
is dangerous and unconstructive 
financing. That the borrowing is 
all among friends still does not 
change the facts. 

Of course, in prosperous times a 
hospital or an individual or a cor- 
poration can violate all the rules 
and apparently do it successfully. 
But nothing protects that kind of 
financing; any substantial change 
in the economy will bring trouble. 


Current loans have the devastating 
habit of coming due at most in- 
convenient times. 


AMORTIZATION: HOW MANY YEARS? 


Experience indicates that for 
most capital loans the most satis- 
factory amortization is a level debt 
service 20-year amortization. On 
the other hand, while the 20-year 
basis of amortization is most gen- 
erally comfortable, desirable and 
feasible, the term need not neces- 
sarily be made 20 years. It can be 
made 15 years, “ballooning” the 
payments that normally would be 
payable over the last 5 years of a 
20-year term. In our 46 years of 
institutional financing, we have 
never had a single hospital loan run 
to its final maturity date—an obvi- 
ous demonstration that a 15-year 
final maturity is adequate. On the 
other hand, a 15-year amortization 
might result in too high a debt 
service requirement. For example, 
at a 5% per cent rate the annual 
debt service on $100,000 for 20 
years is $8,368 a year, while on a 
15-year basis it is $9,963. 

However, there is no need to ad- 
here to a fixed formula. Required 
principal retirements should be 
comfortably in line with ability to 
pay, and, the hospital should retain 
the right to make prepayments. 

In our experience, principal 
amortization should not commence 
until approximately 18 months 
after completion and occupancy of 
a new capital project. Since there 
are always adjustments and un- 
foreseen items, an 18-month 
breathing spell can be very valu- 
able. Too long a breathing spell 
invites sloppy management. 

Other than in periods of strin- 
gent money (such as existed in 
1958 and 1959), voluntary princi- 
pal prepayments ought to be per- 
mitted on quarterly dates from in- 
come, including gifts, property 
liquidation, bequests and dona- 
tions. No premium or penalty 
should be required, unless it is the 
least premium or penalty accepta- 
ble in the market at the time the 
underwriting is made. 


RESTRICTIONS ON PREPAYMENT 


In the present market, it is still 
feasible to permit principal pre- 
payments from unborrowed funds 
without premium up to 10 per 
cent of a loan in any calendar 
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year. On the other hand, prepay- 
ment from borrowed funds in to- 
day’s market is usually restricted 
until after five years from the date 
of the loan. People know that to- 
day’s interest rates are high. In- 
terest rates are high because 
through the operation of the law 
of supply and demand tight money 
means high rates. When money is 
scarce and costly the investor at- 
tempts to retain the rate as long 
as possible, seeking to protect him- 
self from prepayment of the loan 
from funds later borrowed at a 
lower rate of interest. In today’s 
market, five years’ protection seems 
reasonable. 

What type of loan does a hospi- 
tal require? Probably the majority 
of loans to hospitals are secured 
by first mortgages. The principal 
value of a first mortgage is that 
mortgage security does meet statu- 
tory requirements affecting cer- 
tain types of investors. 

On the other hand, nearly half 
of our company’s hospital loans in 
the last few years have been made 
on unsecured notes. However, these 
unsecured notes carry a negative 
covenant by which the hospital 
corporation agrees not to mortgage 
all or some part of its property so 
long as the notes are outstanding 
and unpaid. Of course, there are 
many variations of this negative 
mortgage requirement. 


MORTGAGE/COVENANT PROVISIONS 


Whether there is a mortgage or 
merely a covenant not to mort- 
gage, the usual standard provisions 
of a mortgage, deed of trust, or in- 
denture are approximately these: 

1. To meet the interest and 
principal installments as they come 
due. 

2. To keep the property insured 
to the extent of 80 per cent-of its 
reasonable insurable value, exclud- 
ing uninsurables, and to carry 
other usual and customary forms 
of insurance. 

3. To pay taxes, if any. 

4. To keep the property in rea- 
sonable repair. 

5. Not to go bankrupt. 

6. To keep good accounts and to 
provide annually a balance sheet 
and operating statement, prefera- 
bly audited. 

7. Covenant not to dispose of 
property without receiving value. 

8. In the case of a note issue or 
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GOVERNING 
BODY 
OF THE HOSPITAL 


The Standards for Hospital Accreditation state that ‘the governing 
body has the legal and moral responsibility for the conduct of the 
hospital as an_ institution. It is responsible to the patient, the com- 
munity, and the sponsoring organization. Its official representative is 
the chief administrative officer of the hospital.’ 

For the. hospital..to.be.accredited, the Joint Commission on Ac- 
creditation of Hospitals requires that the governing body assume its 
responsibilities. For effective performance, it should do the following: 

1. Adoptbylaws in accordance with legal requirements. 

2. Meet at regular stated intervals. 

3. Appoint committees. There should be an executive committee 
and others as indicated for special purposes. 

4, Establish_a formal means.of. liaison with the medical staff, 
preferably by a joint conference committee. 

5. Appoint members of the medical staff. 

6. Appoint a qualified hospital administrator who is the official 
representative of the governing body. The administrator is responsi- 
ble for the conduct of the hospital, and provides liaison among the 
governing body, the medical staff, the nursing staff, and other de- 
partments of the hospital. 

In the discharge of its duties, the governing body must ob- 
viously place the responsibility for the medical care of the patient 
primarily upon the medical staff. Only physicians can practice medi- 
cine; however, the governing body is responsible for the environ- 
ment, facilities, and personnel necessary for physicians to effectively 
practice medicine in the hospital. 

For the welfare and safety of patients, very close liaison must 
exist between the governing body and the medical staff. Each group 
must respect the prerogatives of the other, accept fully its own re- 
sponsibilities; and understand each other's problems. This can be 
accomplished only if there is good communication, effective organi- 
zation, and willingness to work together. Power politics has no place 
in the hospital. 

The governing .boedy appoints. the administrator, formalizes his 
responsibilities, and delegates to him the internal operation of the 
hospital. It holds the administrator accountable for operating the 
hospital in accordance with established policies, It formally approves 
the organization, bylaws, rules and regulations of all groups operat- 
ing within the hospital. It receives from all departments and groups 
those reports necessary to enable it to properly evaluate the opera- 
tions of the hospital. 

The Commission recognizes that the ultimate authority and respon- 
sibility for the conduct of the hospital lie in the governing body. To 
exercise its authority and carry out its responsibilities for the care of 
patients, it needs the help, counsel and active participation of all 
professional and administrative groups in the hospital.—Bulletin of 
the Joint Commission on Accreditation of Hospitals, No. 22. s 
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bond issue, a provision is made for 
modifications of the terms of the 
loan other than those required for 
negotiability; this usually requires 
the consent of the holders of two- 
thirds in principal amount of bonds 
or notes. 


THE OPEN END LOAN 


In the case of note issues and 
bond issues a majority of our hos- 
pital loans are open end loans; that 
is, they are loans that can be in- 
creased, under reasonable restric- 
tions, at one time or from time to 
time as additional capital financ- 
ing becomes necessary. This is not 
merely a setting up of legal me- 
chanics. It is a right over which 
the underwriter has no veto power. 

For example, several years ago 
our company underwrote a note 
issue in the principal amount of 
$3 million for a large hospital in 
Kansas. The indenture authorized 
an additional $750,000 in notes of 
Series B because even in 1957 it 
could be seen that additional capi- 
tal projects were only two years 
away. Series B bonds are now 
being issued in the amount of 
$750,000 for a new building. The 
hospital is doing this without being 
required to refund or refinance the 
notes of 1957, which were issued 
at substantially lower rates of in- 
terest than would be feasible in 
today’s market. 

An open end loan providing for 
Series B, C, D, etc., is like a hos- 
pital building that is originally 
planned for additional stories or 
additional wings; these can be 
built without disturbing the initial 
unit, yet they take advantage of 
the original legal work and there- 
by obviate expense and disburse- 
ments. In view of continuing and 
almost explosive expansion of pop- 
ulation and the national economy, 
the open end loan is to be earnestly 
recommended. 


PRESENT FUND SOURCES 


In today’s market, where does 
the money come from to finance 
hospitals? The predominant source 
of funds for hospital expansion is 
through the underwriting of bond 
issues and note issues. Most in- 
stituticnal investors are tightly 
“Joaned up” or are in the indus- 
trial market and able to obtain 
rates of interest in excess of the 
rates which a hospital can afford 
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to pay. One factor making this 
possible, of course,’is that there is 
now a boom. Profits either are or 
are predicted to be high, and inter- 
est on the part of an industrial 
corporation is deductible in the 
computation of income tax and to 
the extent of 52 per cent constitutes 
a reduction in the tax liability. 
Since nonprofit corporations do not 
pay income tax, they have a strong 
deterrent against high interest rates 
which industry does not have. 
After all, in a boom period more 
than half of the interest is paid 
by the government for industry 
through tax deduction. 

In today’s market, with money 
tight and with industry demand- 
ing or ready to demand vast credit, 
most banks are curtailing the term 
of their loans. They are reluctant 
to make any loans other than cur- 
rent loans, and frequently make 
other loans only because of local 
pressures. 


THE HOSPITAL LOAN MARKET 


In a tight money market, such 
as has existed for the last two 
years, underwriters of institutional 
loans must use their ingenuity to 
tap all possible sources of invest- 
ment in an effort to provide money 
for hospital and institutional bor- 
rowers at rates of interest that are 
not beyond the ability of the bor- 
rower to pay and on terms de- 
signed to meet a hospital’s needs. 

In the serial bond or note issue 
there are short maturities for 
banks that voluntarily want to in- 
vest. There are median maturities 
at slightly higher rates of interest 
for pension funds and trust funds. 
There are the longer maturities at 
still slightly higher rates for such 
insurance companies as can be in- 
duced to invest. Of course, their 
available funds for investment in 
hospital securities in 1960 are quite 
small compared to funds available 
in more normal financial periods. 

Also available for investment in 
all of the maturities are billions of 
dollars of savings of individuals. 
Certainly different individuals will 
be seeking different types of bond 
issues. But taking a cross-section 
of thousands of people, there seems 
to be an adequate market for all 
of the hospital loans that need to 
be underwritten in 1960. Rates of 
interest are graduated with the 
low rates on short maturities and 


with rates graduated upward as 
the maturities become longer. 


CHANGING PATTERN IN LOAN RATES 


This rate situation is changing; 
the gap between rates on short- 
term loans and long-term loans is 
narrowing. In fact, in some areas 
of the United States, rates of inter- 
est on current loans from 90 days 
to one year are already as high as 
or even higher than rates of in- 
terest on long-term loans. 

What is normal for present rates? 
Generally, institutional loaners 
who are at all receptive to loan 
applications are asking for mini- 
mum rates of 5% per cent and 
perhaps as high as 6% per cent. 


INTEREST FOR BOND ISSUES 


Bond issues currently are being 
underwritten at rates of interest 
graduated from 5 per cent on the 
short maturities up to 5% per cent 
on the longer maturities; the aver- 
age cost of underwriting is equiva- 
lent to a charge of approximately 
1% of 1 per cent per annum. Rates 
do vary in different sections of 
the country and, as is quite na- 
tural, the more attractive loans 
command lower rates than the less 
attractive loans. 

Several underwriters of institu- 
tional securities are still trying to 
sell 5 per cent bonds in a 5% per 
cent market. Of course, that can’t 
succeed and ought not to succeed; 
the result is huge inventories of 
bonds to sell, discounts and losses. 
Worst of all, such tactics do not 
bring available money into the 
market for hospital financing. There 
is nothing sanctimonious about the 
inequity of selling one’s clients 5 
per cent bonds in a market when 
money is worth 5% per cent. Here 
again, the immutable law of com- 
pensation applies. 

Present competitive rates which 
apply to hospital loans, bonds or 
notes should provide adequate 
funds for the capital expansions 
ahead in 1960. Most market ex- 
perts predict a continuing steep 
rise in capital interest rates. My 
personal feeling is that we are at 
or near the top of something of a 
plateau and that the predictions 
of a steeper climb in interest rates 
on long-term loans could be a bit 
exaggerated and even a bit of 
wishful thinking. The sudden set- 

(Continued on page 93) 
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THIS 


HOSPITAL 


DESIGNED 


iTS OWN 


‘PERFECT’ 


BED LIGHT 


by JOHN M. DANIELSON 
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THIS bed light, developed at Evanston Hospi- 
tal, Evanston, Ill., provides shadow-free read- 
ing regardless of the patient's position. The 
light does not glare in the eyes of visitors or 
patients sitting in front of the bed. 





Ideas for more efficient and less 
costly pieces of equipment can be de- 
veloped by hospital administration, the 
author reports. He explains the proc- 
ess used by one hospital in developing 
an efficient and attractive bed light 
with the help of a hospital equipment 
and supply firm. 





N PLANNING patient room facili- 

ties at Evanston Hospital, it 
seemed to us that the two most 
important considerations, as far as 
the patient is concerned, are the 
bed and the bed light. 

Prodigious efforts have been ex- 
pended in improvement of the 
hospital bed. We found variable 
height, all-motorized beds and 
even beds that have the most per- 
sonal of facilities as an integral 
part of their mechanical systems. 
But search as we did, we found 
little satisfactory effort being made 
to solve the patient’s bed light 
problem. 


LIGHTING REQUIREMENTS 


We therefore decided to solve 
this problem ourselves. For this 
new light, we agreed on the fol- 
lowing essential requirements: 

1. It must provide excellent 


John M. Danielson is administrator, 
Evanston Hospital, Evanston, Ill. 





THE 25-WATT fivorescent bulb in the uplight 
section of the bed light gives soft general 
illumination. Bulbs in the down section can 
be easily replaced through the hinged top. 
reading illumination regardless of 
the position the patient finds to be 
most comfortable. 

2. It should provide some gen- 
eral illumination to the room for 
the benefit of staff and visitors. 

3. It should be free of moving 
parts and require the absolute 
minimum amount of maintenance. 

4. With few exceptions, it should 
obviate the need for examining 
lights. 

5. It must be aesthetically good 
and, if possible, disappear into its 
background. 

6. It must be reasonably priced 
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and capable of installation in either 
new construction or renovation. 

7. It must not interfere with 
orthopedic frame equipment but 
must still be effective for ortho- 
pedic patients. 

Since we lacked the facilities 
and mechanical knowledge to de- 
velop such a light, we outlined our 
light needs to a hospital equipment 
supply firm.* Many hospital equip- 
ment and supply firms are most 
generous in helping any adminis- 
tration develop their ideas for more 
efficient and less costly pieces of 
equipment. This is one of their re- 
sponsibilities, which may or may 
not be a source of gain to them. 


A DISCOURAGING START 


We made a very discouraging 
start, for it seemed that to gain 
effectiveness in one of the essen- 
tials would sacrifice effectiveness 
in another. However, after approx- 
imately eight months and some 12 
trial models, we effectively accom- 
plished our purpose. Our success- 
ful light is a wall-hung cabinet 
type fixture, 32% inches long and 
4 inches high. It extends about 15 
inches out from the wall, and is 
painted to match the wall so that 
it disappears aesthetically into its 
background. It has an uplight sec- 
tion containing a 25-watt fluores- 
cent bulb; this section provides 
soft general illumination with the 
source concealed from view. Two 
transparent plastic panes lift off so 
bulbs can be changed easily. 

A downlight section contains 
two 75-watt incandescent bulbs; 
these can be lighted alone or in 
conjunction with the up section 
light for simultaneous general il- 
lumination and reading. A uniqve 
feature of this lamp is that the 
two bulbs in the down section are 
positioned in front of reflectors and 
behind lenses at the opposite ends 
of the cabinet. This arrangement 
sends beams across the patient’s 
shoulder, casting a broad ellipti- 
cally-shaped light pattern on the 
bed. The down section of the lamp 
is also tilted and recessed so that 
the light pattern falls far down on 
the bed, well over the patient’s 
head. It is shielded, however, so 
that it will not glare into the eyes 
of visitors or patients who stand 


*In developing this bed light, our hos- 
pital received help from the American 
Hospital Supply Corporation. 
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or sit in front of the bed. In short, 
the light provides completely shad- 
ow-free reading in whatever posi- 
tion the patient puts himself, for 
if his head interferes with one 
light the other will take over. 


SHADOW-FREE EXAMINATIONS 


Since the elliptically-shaped pat- 
tern confines light to the immediate 
bed area, the bed light can func- 
tion as an examining light. As is 
the case for reading, there is little 
difficulty with shadows in using 
the light for an examination. 

Because maintenance is such an 
important factor in our costs, this 
light will pay for itself many times 
over. There are no moving parts 
except the pull chain. The only 
maintenance requirement will be 
the replacing of bulbs; this can be 
quickly and efficiently done from 
above. The various kinds of read- 
ing lamps installed on our hospi- 
tal walls or standing by the hos- 
pital beds have plagued us with 
maintenance problems for years. 

One of the requirements of this 
study was to produce a light which 
was financially reasonable and 
adaptable to new construction or 
renovation. The hospital equipment 
firm making the light has made 
every effort to hold the purchase 
price to a minimum and yet main- 
tain an excellent product. 


FIRST: PLANNING ON PAPER 


The process used by a hospital 
in developing new equipment can 
best be shown by a review of the 
steps we took in developing our 
lamp. First, we began accumulating 
engineering data about lighting 
itself. We started with certain 
“knowns,” such as the proper angle 
of light for reading and the light 
pattern thrown when bulbs are 
positioned in different ways. These 
variables had to be worked into 
the most effective combination. 
Then a cabinet had to be designed 
around them. 

The following components were 
included in our lamp: 

1. A lens. We used a concen- 
trating lens because the elliptical 
light pattern it casts won’t shine 
in the eyes of visitors sitting at the 
side of a bed. 

2. Bulbs. Since the lamp was to 
provide both general illumination 
and reading light, either alone or 
together, and since we felt that a 


more pleasant general lighting ef- 
fect results from light directed 
upward, we decided we needed a 
two-section lamp with bulbs for 
both. In the up section, by using 
a fluorescent instead of an incan- 
descent bulb, the length of the 
bulb alone gave us better light dis- 
tribution. Two incandescent bulbs 
were used in the down section to 
provide a light pattern in exactly 
the shape we wanted. 

3. Reflectors. Their use enabled 
us to concentrate the light where 
we wanted it and also to use bulbs 
of a lower. wattage without sacri- 
ficing brightness. 

The positioning of these com- 
ponents was the key to the success 
of our light. By moving the posi- 
tion of the bulbs a little, and mov- 
ing the reflector and the lenses 
closer to or farther away from the 
bulbs, we finally achieved a most 
effective combination. 


SECOND: MAKING TRIAL MODELS 


Only so much of this component 
juggling could be done on paper. 
We began making wooden models 
and then metal prototypes at the 
factory, trying them out at the 
supplier’s and Evanston Hospital. 

Trying them out meant mount- 
ing them on the wall above a bed 
and actually measuring with a 
light meter the concentration of 
light thrown on various parts of 
the bed. It also meant climbing 
into the bed ourselves to experi- 
ment with the effectiveness of the 
reading light. At an early stage in 
the development a wooden model 
was submitted for analysis to the 
chairman of the Illuminating En- 
gineering Society committee on 
hospital lighting, who suggested 
several improvements. 


FALSE STARTS AND BLIND ALLEYS 


Anyone developing a new prod- 
uct has to be prepared for false 
starts and blind alleys. In the first 
few models of the lamp we made 
several mistakes. 

1. The upward, general illumi- 
nation light had to be softened. 
In early models, we concentrated 
the light on one spot just above 
the fixture. This made the patient 
area too bright and the balance 
of the room too dark, calling too 
much attention to the patient. We 
remedied this by reducing the size 
of the bulb used and by substitut- 
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ing a fluorescent for an incandes- 
cent bulb. 

2. The switch originally planned, 
a separate, explosion-proof type of 
cast iron, proved to be too heavy 
and expensive. We needed a rea- 
sonably low-cost switch that would 
eliminate the problem of oxygen 
hazards. The result of some re- 
search was a three-way chain pull 
switch. It won approval for safety, 
because the only possible source of 
spark—the point where the chain 
goes into the fixture—is more than 
five feet above the floor. 

3. Radiation from the reading 
light fell behind the patient, par- 
ticularly if the patient was in a 
semisitting position, until we tilted 
the lens approximately 17 degrees. 
The only alternative to tilting the 
light was bringing it so far out 
from the wall that it would cease 
to be a wall lamp. 

4. To avoid a finished lamp that 
was ungainly in size, most tested 
theories about the positioning of 
the reflector, lens and bulb for 
effective use with a concentrat- 
ing lens had to be discarded. We 
mounted the bulbs and reflectors 
horizontally over the lenses instead 
of vertically as had been recom- 
mended. This was necessary to 
obtain the desired light pattern. 
It also enabled us to cut the size 
of the cabinet from 11 inches to 
4 inches. 

These changes gave us what we 
wanted in efficiency. A few last- 
stage refinements were then made. 
The top of the down section was 
hinged to make replacement of 
bulbs easy. Slots were cut in the 
top and bottom of the cabinet to 
permit circulation of air. All lamps 
must be adequately ventilated to 
keep them from heating up and 
scorching the wall. 

After being subjected to final 
tests at the supplier’s, the lamp 
next passed successfully the most 
severe test of all—a period of 
hard use by a patient at our hospi- 
tal. The lights were then declared 
ready for production. 

At Evanston Hospital, we have 
now had nearly a year’s experience 
with these lights, which we believe 
combine the best qualities of effi- 
ciency and attractiveness. We have 
found them to be most satisfactory 
from the point of view of mainte- 
nance, physicians’ acceptance, and 
public delight. ® 
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HOW AN 
ASSOCIATION 
PROGRAM CAN 
LOWER EMPLOYEE 
INSURANCE AND 
ACCIDENT 

costs 





In the Nov. 16, 1959 issue of this 
Journal, the author explained how 
safety committees help reduce the 
frequency and severity of hospital 
accidents, and also reduce workmen’s 


AVERY M. compensation costs. In this article, he 


MILLARD 


diseusses the California Hospital As- 
sociation’s compensation insurance 
program, which has effected economies 
for. individual hospitals. The author 
emphasizes the vital role of accident 
prevention in reducing insurance costs, 
and describes how the insurance carrier 
can help eliminate accidents by fur- 
nishing hospitals with safety engineers 
and imaginative posters and pam- 
phlets. 





HE INCREASED costs for hospital 

insurance recently have led to 
the adoption of association insur- 
ance programs by several hospi- 
tal associations. In this way it is 
possible to realize vital economies 
that could not be achieved by a 
single hospital attempting to ac- 


Avery M. Millard is executive director 
of tha Colltornin Hoapltnl Aasodiotion. 
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complish this alone. Our successful 
five-year experience with an as- 
sociation insurance program in 
California demonstrates several 
major areas of consideration. 
First, accident prevention plays 
an important role in these insur- 
ance programs. When a reduction 
in both frequency and severity of 
accidents is obtained, in most cases 
the insurance costs will also be re- 
duced. Patient safety plays another 
important role in the operation of 
a hospital. An active safety pro- 
gram directed toward the safety 
of the patient will materially re- 
duce the liability insurance cost. 
The California Hospital Association 
does have a program for patient 
safety. However, this paper will be 
limited to discussing a_ safety 


program for employees. 


LOW LOSS RATIO SAVES MONEY 


Hospital insurance in this article 
pertains to workmen’s compensa- 
tion insurance. Workmen’s com- 
pensation insurance for hospitals 
is unlike any other kind because 
the underwriting, rating, cover- 
ages, legal defense and claims 
prevention are each treated in a 
manner peculiar only to hospital 
coverages. 

Workmen’s compensation pre- 
miums usually are greater than 
the combined premiums of other 
casualty insurance. Thus a suc- 
cessful program to reduce on-the- 
job accidents is obviously impor- 
tarit, since it usually results in a 
lower loss ratio and substantial 
savings in the workmen’s com- 
pensation premium. In this con- 
nection, it is important to select 
as an insurance carrier a company 
that is familiar with hospital in- 
surance, is qualified to study and 
analyze a hospital accident record, 
and is able to recommend the best 
methods to improve a loss ratio. 

Hospital association insurance is 
not new. But in recent years, as- 
sociation leaders and insurance 
companies have given a good deal 
of time and thought to new ways 
for making hospital association in- 
surance and safety programs more 
effective. 


FIVE SALIENT POINTS 


Judging from our experience in 
California, the following are some 
of the salient points to consider 
when setting up an insurance pro- 
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gram designed to achieve maxi- 
mum results in both savings and 
accident prevention: 

® The insurance plan must be 
a long-term one. 

@It must have a sufficiently 
large number of hospitals for 
spread of the risk. 

@ It must be underwritten by an 
insurance carrier that knows the 
hospital field, is equipped to pro- 
vide the necessary coverages for 
the association members, and is 
especially cognizant of the welfare 
and reputation of the association 
and each member hospital in the 
disposition of claims and suits. 

@ It is also important that rec- 
ommendations of the association 
be persuasive as to the acceptance 
and rejection of hospital appli- 
cants. 

® The carrier must be willing to 
set aside a percentage of premium 
as a fund to be used in an all-out 
accident prevention program. 

A standard form workmen’s com- 
pensation policy for hospital as- 
sociations covers all the insurable 
liability under the workmen’s 
compensation and employers’ lia- 
bility laws. This coverage can 
normally be extended to include 
voluntary workers, too. The rates 
charged are the same as those that 
would be charged by any other 
carrier; each respective hospital 
may choose whichever of the legal 
rating plans best suits its indi- 
vidual needs. In the association in- 
surance and safety programs, all 
hospitals have individual policies 
which are written through the hos- 
pital’s own local agent, with each 
member hospital retaining its in- 
dividual experience rating. 


REALIZING DIRECT SAVINGS 


Since we are all vitally con- 
cerned with keeping our costs 
down, it might be prudent to 
examine some of the ways in which 
direct savings can be realized by 
member hospitals. 

1. The basic manual rate for 
workmen’s compensation is_ set 
from the experience of hospitals. 
Thus a reduction in losses brings 
a corresponding reduction in the 
manual rate charged. 

2. To project this still further, a 
reduction in the number of acci- 
dents also helps eliminate hidden 
costs in connection with accidents. 
For example, lost time and cost of 


training replacements are factors 
to be considered when discussing 
hidden costs. It is estimated by the 
National Safety Council that the 
total of hidden costs in accidents 
exceeds the amount paid by the 
insurance carrier fourfold. 

3. The matter of policyholders’ 
dividends is important, too. These 
are paid to participating members. 
The amount is based on the com- 
bined experience of all members. 
In determining dividend payments 
the carrier retains the cost of ad- 
ministration, plus the incurred 
losses, and refunds the balance to 
policyholders. For participants in 
the California Hospital Association 
compensation insurance plan, divi- 
dends have averaged more than 
24 per cent of the premiums paid 
in the several years this plan has 
been active. 

From our examination of the 
expense-saving factors to be con- 
sidered in hospital association in- 
surance, it seems obvious that a 
well coordinated effective safety 
program can be “like money in the 
bank” for member hospitals. Fewer 
accidents are bound to bring a 
more favorable loss ratio and this 
in turn reduces the insurance costs. 


ELIMINATING UNSAFE CONDITIONS 


However, for maximum results 
in a hospital safety program, the 
insurance carrier must be dedi- 
cated to the elimination of unsafe 
conditions in the hospitals. To do 
this job properly, the carrier 
should furnish the hospitals with 
safety engineers who are experi- 
enced in hospital work. It should 
also furnish a continuous supply 
of safety material which is modern, 
colorful, and of fresh, creative de- 
sign. 

Much of the success of the Cali- 
fornia Hospital Association work- 
men’s compensation insurance 
safety program can be attributed 
to the attractive, eye-catching 
safety literature furnished us by 
our carrier. A particularly popular 
safety piece of this kind is the hos- 
pital safety manual our company 
has provided. This booklet is made 
available to all insured hospitals 
in sufficient quantity to enable 
every person in a supervisory ca- 
pacity to have a copy for handy 
reference. < 

This hospital safety manual, 
which is illustrated with contem- 
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CLEANLINESS 
PREVENTS 
DERMATITIS 


porary cartoons, covers all phases 


of hospital safety including nurs- 
ing, surgery, x-ray, laboratory, 
kitchen, laundry, housekeeping, 
maintenance, and general files. 
There is also a section on posture 
and body mechanics. 


CARTOONS PARADE SAFETY TIPS 


This safety manual highlights 
the complete hospital safety pic- 
ture. In addition, our carrier has 
provided individual safety pam- 
phlets stressing the safety prac- 
tices that should be adhered to by 
each worker in his respective field. 
These two-color folders are illus- 
trated with the same modern car- 
toon technique to give added em- 
phasis to the safety tips. Included 
as a part of each folder is a certifi- 
cate for workers to sign and turn 
in to their supervisors. This cer- 
tificate attests to the fact that they 
have read the safety rules con- 
tained in the pamphlet and will 
abide by them. 

Another potent safety device for 
communicating with workers is the 
poster. The posters furnished by 
our carrier are designed to be dis- 
played on bulletin boards; they 
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POSTERS and pamphlets with fresh, creative designs can 








YOUR SLIP is SHOWING 
bora: NOT RUM! 





cover such vital subjects as strains 
and sprains, slips and falls, lacera- 
tions, self-caused accidents and 
accidents inflicted by others, and 
puncture wounds. Sometimes a 
humorous cartoon approach is used 
to make an important safety point; 
at other times photographs are 
used to make the poster sell safety 
awareness by a dramatic appeal. 

Here again, our insurance carrier 
uses art treatments and layouts 
that are fresh and imaginative— 
this assures that the posters will 
stand out and be read on our hos- 
pital bulletin boards. 

We also find that payroll en- 
closures are most useful for con- 
veying a safety rule to their cap- 
tive audience. Payroll enclosures 
are small safety folders in which 
the worker’s paycheck can be en- 
closed. For example, one payroll 
enclosure used recently by our as- 
sociation warns, “Slips and falls 
are the most common accidents of 
all”. Included in the copy are six 
positive safety rules to observe for 
avoiding slips and falls. 

Naturally, the success of any 
association program requires un- 
derstanding, cooperation and the 


graphically illustrate safety practices to employees. The in- 
surance carrier furnished these safety materials to partici- 
pants in the California Hospital Association compensation 
insurance plan. 


active support of all its members. 
Fresh, appealing safety literature 
can help achieve this by generat- 
ing enthusiasm in all departments. 


ANALYZING ACCIDENTS 


Another important service that 
should be supplied by an insurance 
carrier is accident analysis. Each 
member hospital should receive a 
detailed analysis of all accidents 
on a monthly, quarterly, or semi- 
annual basis, depending upon its 
size. In addition, safety seminars, 
safety awards and special hospital 
safety films should be arranged by 
the carrier in order to help stimu- 
late interest in accident prevention 
on the job. 

Little can be accomplished, both 
in the area of safety and in cost 
reduction, when an insurance com- 
pany insures only a few hospitals. 
The accident statistics from a 
single hospital or a very few scat- 
tered institutions usually do not 
make a pattern, but the figures re- 
lating to accidents that are ob- 
tained from all the hospitals of a 
given association are especially 
meaningful. It is through the study 
and analysis of the accidents of 
every hospital in an association 
that we learn how to avoid acci- 
dents and how to stop them before 
they actually occur. 

The reduction in expense ac- 
complished through an effective 
association insurance and safety 
program is certainly a worthwhile 
goal for all of us. Yet there are 
other rewards even more satisfy- 
ing from a public relations stand- 
point. For one thing, an outstand- 
ing safety record always brings 
community recognition that identi- 
fies a hospital as a better and safer 
place to work. And it becomes a 
better and safer place for patients, 
too. 

The result of increased safety 
awareness is often a much im- 
proved employee-patient-pub- 
lic-hospital relationship. Since it 
benefits everybody concerned, a 
fine safety record also brings a 
feeling of satisfaction to all who 
participated in achieving it. B 
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Ti 

POSTNATI 

INFECTIO 
SURVEY . 


Table |= record of pati 





Births 
Neonatal deaths 


Viable infants 


Visited by nurse 
% Viable infants visited 
Telephone notations 


7\% 


Reason for no visit: 
Out of districts 
Not locatable 
Visit refused 
Doctor's family 
Not reported 


TOTALS 


Table 2 = survey findings 





Breast abscess 
Diarrhea 

Upper’ respiratory infection 
Diaper rash 

Eczema 

Otitis media 
Pyoderma 

Perineal infection 
Silver nitrate reaction 
Roseola 

Thrush 

Heat Rash 


TOTALS 


tanger 


by R. MARK STANTON 





To protect nurseries from staphy- 
lococcal epidemics, a “normal’’ post- 
natal infection rate must be found 
from surveys of numerous hospitals, 
the author asserts. He describes how 
one hospital has established a normal 
infection incidence rate by their post- 
natal survey; deviations from this local 
norm alert the hospital to a possible 
epidemic in the nursery. 





OSPITALS TODAY badly need a 
H prophylactic survey method 
for prevention of staphylococcal 
infections in the nursery. It is a 
proven fact that the first signs 
of epidemic staphylococcal disease 
commonly arise outside the hos- 
pital. 

At Charlotte Hungerford Hospi- 
tal we have now established a con- 
tinuing postnatal survey for all our 
births; interviews with the mothers 
occur four weeks after the babies 
leave the hospital. This project 
was initiated to discover a “nor- 
mal” postnatal infection incidence 
for our hospital. 


AIM: POSTNATAL INFECTION NORM 


Such surveys, designed only to 
check the safety of the local hos- 
pital nursery, do not answer the 
real problem. A true “normal” 


R. Mark Stanton is director of the 
— Hungerford Hospital, Torrington, 
onn. 
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postnatal infection rate must be 
ascertained from a number of 
comparable studies made by other 
hospitals. Then perhaps, an inci- 
dence normal for postnatal securi- 
ty can be decided upon. This post- 
natal normal would parallel the 
postoperative infection normal. 
Postoperative infection normals of 
one per cent have long been estab- 
lished as a touchstone for conti- 
nuity of the sterility chain in the 
operating room. 

No such measure exists for post- 
natal security from staphylococcal 
infections, although scientific spec- 
ulation has led us into rotation of 
our nurseries, and we are warned 
by an eminent pediatrician! that 
one per cent pustular skin lesions 
in the nursery indicates a possible 
staphylococcus epidemic, Freeing 
one nursery for a good scrubbing 
can hardly be argued against but 
this still may not be the best 
course of action. If anyone has ever 
compared the incidence of infec- 
tion of the nonrotated nursery 
against the rotated nursery, keep- 
ing the methods of care the same 
in both, it is well hidden in the 
literature. 

As for the one per cent of pustu- 
lar lesions just mentioned, these 
may never be seen during the in- 
fant’s four- to five-day stay if the 
infecting strain of organism lacks 
virulence. Although overcast with 
doubt as to its validity, the one 
per cent of lesions in the nursery 
must serve us as a danger sign 
until we develop a means of meas- 
uring the incidence of postnatal in- 
fections. 


ORGANIZATION FOR DATA GATHERING 


Establishing an incidence of 
postnatal infection should present 
no problem to individual hospi- 
tals. The community and ancillary 
health services look to the hospital 
for leadership and are eager par- 
ticipants in hospital-inspired pro- 
grams. The appeal for help on the 
honest basis of research to see if 
the nursery is safe is good public 
relations. 

In choosing a survey method at 
the Charlotte Hungerford Hospital, 
we did not even consider postcard 
surveys. The experience of others 
with this method has been dis- 
couraging. We also dismissed the 
telephone survey, since the chilly 
climate that might develop in re- 
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sponse to the many pertinent ques- 
tions we needed to have answered 
offered small hope of success. Al- 
though an alternative method was 
finally used, returns from our phy- 
sicians would have been logical 
and professional. They normally 
see the mother postpartum and 
were interested in the survey. 
Public health nurses were not re- 
quested to help, but some help has 
filtered in voluntarily on babies 
outside the districts covered by 
various visiting nurse associations. 
Had all else failed, a paid hospital 
visiting nurse would have been a 
good possibility. It would have 
been expensive, of course, but so 
are epidemics. 


VISITING NURSES SURVEY BABIES 


Eventually, we decided to enlist 
help in our community from the 
visiting nurse services. They were 
cautiously approached, with little 
emphasis on the scientific research 
that would ultimately result; the 
emphasis was centered upon the 
uncertainty all hospitals must share 
in not knowing whether nurseries 
are absolutely safe. We stated that 
we thought our aseptic conditions 
were optimal, but we honestly did 
not know, and would not know 
without a house-to-house survey, 
how our babies were faring. 

The presidents of the visiting 
nurse associations promised help, 
and under the leadership of their 
respective presidents, approved the 
hospital’s survey program. Plan- 
ning channels of communication 
began with an orientation meeting 
of the nurses with the chairman 
of the hospital’s infection commit- 
tee. The visiting nurses helped de- 
vise a report form to relay infor- 
mation back into the hospital. The 
hospital made a form suitable for 
giving the name, sex and date of 
birth of each baby born, along with 
the address. That was the total 
extent of the procedure involved. 

Only two other items, one major 
and one minor, remained for the 
hospital to provide: 

1. A slip was prepared for in- 
clusion with the birth certificate 
to prepare the way for the nurse’s 
visit. It was arranged for the nurse 
to notify the new mother by tele- 
phone of her visit. This gives the 
mother an opportunity to refuse 
the visit; however, we carefully 
avoided that negative approach. 


2. A large tabulation sheet was 
prepared and placed in the com- 
petent hands of the hospital pa- 
thologist’s medical secretary. 

Nothing more remained but to 
give the information on births to 
our several visiting nurse associa- 
tions and wait for their reports. 


ROLE OF THE PATHOLOGIST 


The hospital pathologist was 
acutely aware that positive find- 
ings by the visiting nurse teams 
should be traced, if possible, to the 
source of infection. He therefore 
surveyed in detail every person 
remotely in contact with the nurs- 
ery. All nurses on the obstetrics 
floor and nursery, all maids, aides, 
porters and housekeeping per- 
sonnel received exploratory naso- 
pharyngeal bacteriological exam- 
inations to determine whether they 
were carriers of the staphylococcus 
coagulase organism. Each organism 
was phage-typed. Forty-eight per- 
sons were examined. All carried 
staphylococci, and 16 of the 48 
were shown to be carriers of peni- 
cillin-resistant organisms. 

At this writing the survey is in its 
fourth month, which means three 
months of statistics are available 
(we wait one month after birth 
before contacting the mother). Our 
small hospital has too few births 
to render any broad conclusions, 
but we offer them with the hope 
that other hospitals may make 
similar efforts to assay their nurs- 
eries. Then we can compare and 
evaluate whether our nursery is 
the secure, safe environment it 
should be. 

Table 1 shows the percentage of 
patients seen by our visiting nurse 
teams, who have obviously nad 
some difficulty in making these 
contacts. Seventy per cent of all 
live births have been visited—the 
remaining 30 per cent have been 
accounted for but not surveyed. 

Our brief record (Table 2) seems 
to show a remarkable amount of 
pathology for 228 births in a brief 
four-month span. Of the 45 patho- 
logical findings, five were serious 
enough for the nurse to refer the 
family to their doctor. This figure 
makes the survey worth continu- 
ing from the standpoint of public 
health alone. 

The most vitally important dis- 
coveries made by the survey were 

(Continued on page 93) 
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PART TWO OF A TWO-PART ARTICLE 








INDUSTRIAL 


by DAVID LITTAUER, M.D. 


T THE JEWISH HOSPITAL of St. 
Louis, we have now completed 
four years’ experience with a staff 
industrial engineer in place of a 
consulting firm. 

During this period the hospital 
has grown to 490 beds and 56 bas- 
sinets, has seen growth in all ad- 
ministrative and professional serv- 
ice departments, and has initiated 
many new programs of patient 
care, education, and research. 


AREAS OF STUDY 


Specific departmental studies 


David Littauer, M.D., is executive di- 
rector of the Jewish Hospital of St. Louis. 

From the Section of Medical Care Ad- 
ministration, Research Institute of the 
Jewish Hospital. 


Fig. 1= study of communications dept. 


(Telephone Switchboard, Information Desks, Mail Room, 
Duplicating Room, Doctors’ Message Center) 


time: 6 weeks 





The concluding part of this two-part 
article describes the benefits which 
have accrued from one hospital’s four- 
year experience with a staff industrial 
engineer. The author explains how 
their use of industrial engineering 
principles in hospital management has 
resulted in a higher quality of patient 
care at lower cost. 

In Part I, which appeared in the 
February 16 issue of this Journal, the 
author discussed the hospital’s experi- 
ence with a consulting firm of indus- 
trial engineers. 





(see Figures 1 and 2) have been 
carried out in the following areas: 
central supply station, communi- 
cations services, heart station, ad- 
mitting office, radiology depart- 


RESULTS: 


ment, and operating rooms. A study 
of the clinical laboratories is cur- 
rently under way. Next to be 
studied is the business office, with 
its ever mounting paper work. 

Repeat studies were performed 
in the laundry! and the housekeep- 
ing department following comple- 
tion of the building project. 

A partial study of nursing serv- 
ice was executed, separating the 
activities that take members of the 
nursing department off patients’ 
floors, those performed at the 
nursing stations, and those per- 
formed in the patients’ rooms. 
(Some activities were simplified 
or shifted to others, but it was 
decided to await a more compre- 


Fig. 2 = study of central supply station 


time: 5 months (part-time) 


RESULTS: 


PERSONNEL: Reduced from 23 to 21 (3 jobs 
eliminated, one supervisor added) 


PAYROLL: Gross savings from elimination of 
jobs: $11,568. Net savings after addition of 
supervisor and upgrading of remaining jobs: 
$7,968 


OTHER RESULTS: 

—Revision of job specifications 

—Revision of employee working schedules 

—WMonthly production report, i.e., amount of 
duplication work, number of messages taken 
for doctors 

—Monthly control report on mail and tele- 
phone cost, itemized by department 

—Monthly departmental income and expense 
analysis 

—Increase in income from patient telephone 
rentals through better billing procedures 
without a charge increase 


PERSONNEL: Reduced from 19 to 16 


PAYROLL: Gross savings: $6,547. Net savings 
after upgrading of several remaining jobs: 
$1,752 


OTHER RESULTS: 

—Revision of job specifications 

—Manual of instructions 

—Reduction of inventory of prepared solutions 

—Study of use of disposable needles and 
syringes (disapproved) 

—Revision of methods of control of oxygen 
therapy equipment and billing for oxygen 
usage (income increased significantly with 
no change in charges or usage) 

—Development of better technique to insure 
sterility 

—tncreased production by 32% over the 
standard 
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ENGINEERING IN THE HOSPITAL 


Experiences with the staff industrial engineer 
have been as rewarding as were those with the 
consulting firm we had previously engaged. In 
several respects the experiences have proved more 
valuable. 

The approach of the permanent staff engineer 
to his tasks has been somewhat different. He has 
performed at a slower pace than the consulting 
firm which, working against the pressure of a ter- 
mination date, tends therefore to skim the cream 
off the top by emphasizing immediate dollar sav- 
ings from work simplification in service depart- 
ments. He has gradually acquired a broader un- 
derstanding of the hospital organism, with its 


complex professional and social structure, its con- 
flicting lines of authority, and its difference from 
profit-motivated industry. 

On the other hand, as a long-term member of 
the management team he has inevitably become a 
part of the hospital’s administrative hierarchy and 
power structure with his share of entanglement in 
traditions and personalities. This contrasts to the 
more objective approach of the short-term con- 
sulting firm, cloaked in the aura of the visiting 
expert from out of town. On occasion he has had 
to resist tangential demands on his time which 
would have been unproductive in meeting man- 
agement needs.—D.L. 


hensive “team” study, including 
representatives of nursing, medi- 
cine, administration and sociology 
as well as management engineer- 
ing, before continuing the survey 
in nursing service.) 

A great many special projects, 
such as a study of the advantages 
and disadvantages of disposable 
needles, disposable syringes, and 
disposable rubber gloves and the 
use of a visual order card near 
the patient’s bedside, have been 
completed. Field testing operations 
on equipment were performed, in- 
cluding operating tables and mech- 
anized beds. 


NEW TITLE ADDS AUTHORITY 


To give the management engi- 
neer the status he needed, we 
created another assistant director- 
ship in the administrative table 
of organization. While the staff 
nature of the position is clearly 
understood, the authority implicit 
in the title has facilitated his work. 
Recently a formal department of 
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management engineering was cre- 
ated; the staff now includes, in 
addition to the industrial engineer, 
a specialist in paper systems work 
and a secretary. 


CONCRETE RESULTS 


Our management engineer has 
become qualified to survey activi- 
ties more immediately related to 
patient care, such as the profes- 
sional service departments (x-ray, 
laboratories, heart station, etc.) 
and even the nursing department. 
His findings, while usually pro- 
ductive of some immediate dollar 
savings, have had their greatest 
impact by improving the work 
organization for servicing the pa- 
tient. 

For example, the operating room 
study indicated an undue lag in 
time between operations, excessive 
use of expendable supplies, more 
nurse anesthetists than were re- 
quired to round out the comple- 
ment of medical anesthesiologists, 
and some inflexibility in schedul- 


ing of rooms, While the work of 
the nurses and surgical technicians 
was not surveyed in this study, 
there were clear indications that 
their tasks could be simplified, and 
that their numbers and ratios 
might be changed. An immediate 
result was reduction of nurse an- 
esthetist positions by two, for an 
annual saving in the neighborhood 
of $12,000. 

However, the industrial engi- 
neer felt that potential improve- 
ments in productivity and savings 
in supplies in the operating rooms 
could not be effected on a con- 
tinuing basis under the existing 
pattern of supervision. Nurses 
reported administratively to the 
nursing office as well as technically 
to the office of the director of 
surgery, yet neither of these de- 
partmental offices was equipped to 
handle the complex management 
problems of the operating depart- 
ment. His recommendation that 
the supervision of the operating 
department be made a responsi- 
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bility of administration, with ap- 
propriate liaison with nursing and 
surgical offices, was accepted. It 
is expected that two years will 
elapse before significant results 
can be demonstrated. 

' Another example of a change 
in organization occurred in the 
division of radiology. The indus- 
trial engineer found confusion at 
the receptionist’s desk, delays in 
calling for patients, and excessive 
use of large films where smaller 
films would be equally suitable; 
he also concluded that the comple- 
ment of technicians could handle 
more work. His major recommen- 
dation, that an administrative su- 
pervisor who was not an x-ray 
technician be added to the depart- 
ment, was implemented over a 
year ago. Another recommenda- 
tion, that a less expensive make 
of film be used, was not accepted 
by the radiologist for technical 
reasons. During the next 12 months 
confusion and delays abated, as 
did complaints. The technician and 
clerical complement of the depart- 
ment dropped from 23.5 to 21.5, 
the numbers of x-ray procedures 
increased from 20,541 to almost 
25,000 and the amount spent for 
film dropped by $3600. 


“STOPPER” FOR NEW POSITIONS 


The permanent staff industrial 
engineer has proved to be an ef- 
fective “stopper” to the creation 
of new positions, a function that 
may be beyond the purview of the 
consulting firm working on a spe- 
cific project. For example, within 
two months after a new post-anes- 
thesia recovery room opened, the 
nursing office reported that the 
personnel staffing it were not suffi- 
cient; another nurse was needed. 
Who in administration normally 
has the time or qualifications to 
study whether such a request is 
justified or not? 

The industrial engineer quickly 
demonstrated that the peak de- 
mand of two hours was being 
confused with needs for all day. 
Another nurse was not engaged; 
the busy period was covered by 
rearrangement of duties of other 
personnel. In another case, a study 
of the heart station was prompted 
by the administration’s observa- 
tion that technicians in the depart- 
ment had an excessive amount of 
idle time during afternoon hours. 
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The management engineer re- 
ported that the personnel comple- 
ment of 6.5 could be reduced to 
four if peaks and valleys were 
leveled out by proper scheduling 
of work. 

The cardiologist in charge remon- 
strated that he had been about to 
ask for another technician, as he 
was going to add vectorcardiog- 
raphy to the procedures available 
in the heart station. He did agree 
finally to eliminating the half-time 
position, which appeared on the 
surface to be unsatisfactory to 
management. However, during the 
next year the number of electro- 
cardiograms performed in the heart 
station increased from 3050 to 3532 
(16 per cent), basal metabolisms 
increased from 205 to 266 (29 per 
cent), and vectorcardiography was 
instituted, while the technician 
complement remained at six. 


AN EXPERIENCE REVIEW 


As the experiences of five years 
are reviewed, it is possible to draw 
several specific conclusions. 

1. The objective of a higher 
quality of patient care for less 
money can be achieved through 
industrial engineering. 

Without direct yardsticks for 
measurement, the evidence of im- 
provement in quality of care must 
be circumstantial and indirect. 
Moreover, we must recognize that 
improvement in quality of care 
does not automatically bring with 
it improved patient satisfaction, as 
recent sociological studies have 
pointed out. Frequently it must 
be adduced in roundabout ways as 
in the examples of improved pro- 
cedures cited, or from the ability 
to add services without additional 
cost, or from complimentary let- 
ters from patients, increasing in 
volume or replacing letters of 
complaint about the same service, 
or from the sixth sense of the ad- 
ministrator that improvement has 
occurred. 

Monetary savings, too, have been 
realized. Changes in programs of 
service, numbers of beds, physical 
facilities, floor area and the value 
of the dollar make it difficult to 
quote an exact figure. Nevertheless, 
it is believed that cumulative dol- 
lar benefits accruing from increased 
productivity have been about three 
times the cost of the service of 
consulting and staff industrial en- 


gineers during the five-year period. 
In a static situation these savings 
would have amounted to about two 
per cent of the hospital’s operating 
cost. Over a period of time it may 
be possible to speak in terms of 
savings of five per cent. 


ADVANTAGE OF SPECIAL SKILLS 


Some of these benefits undoubt- 
edly would have been gained in 
any case in the course of good 
management, However, some would 
not have been possible without the 
special skills of the industrial en- 
gineer, who also released the time 
of administration for other tasks. 

2. Professional as well as insti- 
tutional and administrative de- 
partments can be included in the 
scope of management studies. The 
techniques are the same, but the 
approach is modified and the cri- 
teria for success are different. The 
engineer must recognize and accept 
the objectives and special features 
of the hospital, such as the educa- 
tion of doctors, nurses and techni- 
cians and the peculiar relationships 
of the several power centers in the 
hospital. 


IMPROVEMENTS FOR PERSONNEL 


3. Management can apply im- 
provements in methods and in 
effectiveness of workers to the 
benefit of workers. Personnel prac- 
tices are a blend of many judg- 
ments and actions; it is rare that 
personnel changes can be isolated 
and evaluated as discrete phenom- 
ena. Yet we can speak in positive 
terms. Many workers have been 
upgraded in skills and in pay. 
Many of their tasks have been 
simplified and time has been re- 
leased for other tasks. Turnover 
in service departments has been 
reduced. Employees have accepted 
the industrial engineer by learning 
that he welcomes their suggestions, 
and that they may benefit person- 
ally as a result of his studies. 

4. Management engineering has 
stimulated the spirit of inquiry 
throughout the hospital. Depart- 
ment heads know that a group of 
special skills are available to them 
to assist in solving operating prob- 
lems; in fact, they often request 
these services to aid them, The 
administrative group appreciates 
the addition of a new kind of staff 
resource to its management team. 

(Continued on page 93) 
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HOSPITAL ADMINISTRATION... 


from the other 


side of 
the bedrail 


N ALMOST every gathering of 

hospital administrators, there 
is someone who has recently spent 
time as a patient in his own hos- 
pital. This administrator will in- 
evitably comment, “I learned many 
things about my organization that 
I could not have learned without 
being a patient.” After personal 
experience as a patient, I whole- 
heartedly agree. 

I had believed that I knew our 
building and its employees thor- 
oughly; after all, I had been with 
Sutter Memorial Hospitals from 
the first drawing by the architect. 


R. W. Westergren is assistant adminis- 
trator of Sutter Community Hospitals 
with_over-all administrative responsibility 
for Sutter Memorial Hospital. 
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by R. W. WESTERGREN 





When an administrator becomes a 
patient, he acquires a different out- 
look toward his hospital, the author 
reports. In this article, he discusses 
the ideas, suggestions and attitudes 
that developed on the “other side of 
the bedrail” during a sojourn as a pa- 
tient in his own hospital. 





Yet what a different outlook one 
has as a patient! 


MECHANICAL ANNOYANCES 


For example, my electric vari- 
able height bed was so noisy that 
it sounded as if it were stripping 
the gears. When I mentioned this, 
I was told that many of the beds 
were acting the same way. This 


complaint had very prompt re- 
sults. I contacted the manufactur- 
er, who replaced defective gears 
in 66 beds. Since ours is a 175-bed 
hospital, the extensiveness of this 
annoyance can be readily seen. 

As a patient I solved a deep 
mystery that had been troubling 
us for months. The laundry man- 
ager had complained repeatedly 
that the hospital gowns were get- 
ting torn around the shoulders. We 
had done everything short of set- 
ting traps to find out why this was 
going on. I solved the problem on 
the second postsurgery night. As 
I turned and tossed in bed the 
gown immediately wrapped up and 
tightened around my body. As I 
made another turn, rip went the 
gown in the exact spot all the 
others had been torn. The answer 
to the problem—leave the gown 
untied at the rear if the patient 
is restless or, better yet, get over- 
sized hospital gowns. 

Certainly the drapes were too 
lightweight; they let the sunlight 
in quite readily. Although I had 
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heard this complaint for a year, 
I had never realized how upsetting 
the light can be to a patient in 
bed. I plan to correct this prob- 
lem as quickly as possible. An- 
other change we are considering 
is asking the nurses to wear rubber 
soled shoes. Hard soles sound very 
efficient tapping down the hall- 
way, but it is just another area 
where noise can be eliminated. 


‘CLOUDS’ OF DUST 


When the housekeeping depart- 
ment mopped the room I thought 
I saw “clouds” of dust rising 
through the air and immediate 
worries concerning “staph” en- 
tered my mind. The idea came to 
me that we might use vacuum 
cleaners instead of mops. This was 
one thought that has not been im- 
plemented. Later I was told by 


several other administrators that, 
through its bag, a vacuum cleaner 
is likely to serve as an ejecting 
agent for the “staph” bug. 
Another reaction started as a 
complaint and ended as a compli- 
ment. After a patient’s dismissal, 
the housekeepers were a bit noisy 
in cleaning a room just across from 
mine. The noise bothered me a 
little at first. Then I realized that 
the women were having fun clean- 
ing that room while they chattered 
about their jobs, their homes, and 
their families. It was obvious that 
morale was high. So how could I 
complain too much about the noise 
in as encouraging a situation as 
this? 
I soon discovered that the pa 
tient intercommunications system 
left much to be desired—at least 
in my case. Perhaps I am a little 


AN ENGLISHMAN VIEWS PROGRESSIVE 


Give a dog a bad name and hang it. 
Give a dog a new name, like Progres- 


sive Patient Care, and what 
happens? It may be the last 


word from the United States, but 
to me it has a much more homely 
sound. In fact, the resemblance to 
the sanatorium in which I have 
spent most of my working life is 
overpowering. There is the same 
immediate postoperative surgical 
unit; the same intensive nursing 
unit shared by postoperative cases 
at a later stage and the more acute 
medical admissions; and there are 
the units for semiambulant and am- 
bulant patients, where the em- 
phasis is very definitely on getting 
well rather than being ill. 
However, this is not an institu- 
tion for progressive patient care, 
but a sanatorium, and as that has 
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become a bad name I suppose we 
shall inevitably be closed down in 
the near future. It will be some 
consolation that the ideals of pa- 
tient treatment and rehabilitation 
which some of us have striven to 
maintain have taken a new lease 
of life—A. CLARK PENMAN, Che- 
shire Joint Sanatorium, Market 
Drayton, Salop, England, in a 
letter to the editors of The 
Lancet. Ly 


bit more modest than some others, 
but I did not wish to discuss some 
of my more intimate problems and 
requests for care over an intercom 
system. The nurse’s presence in the 
room at the push of the signal 
bell was considerably more reas- 
suring. I now understand the pa- 
tient’s selfishness in wanting the 
nurse even though this requires 
an extra trip for her. I believe I 
also have more appreciation for 
the patient’s capricious preferences 
for certain nurses. I found some 
nurses could give me an injection 
without my knowing it while 
others definitely could not. Ap- 
parently it’s simply a matter of 
technique. 

The tactfulness of the nurses in 
conversing with me about my care 
was not unnoticed. They answered 
all my questions—and yet never 
told me a thing. I was certainly 
impressed with the courtesy and 
politeness of the entire staff. I 
overheard the bad temper inflicted 
on them by other patients, and 
sometimes by physicians, too, and 
still they kept their good humor. 
Maybe we don’t appreciate the 
abuse and rudeness that our em- 
ployees have to take, whether from 
thoughtless people or from people 
who are so enmeshed in their own 
problems that they forget to be 
kind to others. 


‘TENDER LOVING CARE’ 


“Tender Loving Care” is not 
just a phrase when you are the 
recipient of it. My undying ad- 
miration goes to the nurse who, 
for all practical purposes, “spe- 
cialed” me the first 24 hours after 
surgery. She was always there 
when it seemed I needed her. 
The reassurance, smiles, and good 
cheer that everyone brought me 
made me more appreciative of our 
hospital staff. How can one forget 
the many kind notes and gifts from 
the employees? 

I realize many people will say, 
“After all, since he is the boss, he 
naturally received the best treat- 
ment.” To a degree I suppose this 
is true. But I just cannot help but 
think that I was not the exception 
but the rule, for every day I hear 
from grateful patients, either per- 
sonally or through a letter, of the 
wonderful care they received and 
of the tactfulness and cheerfulness 
of our people. = 
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YOUR PRESIDENT REPORTS 





Russell A. Nelson, M.D., president 
American Hospital Association 


Reorganizing Blue Cross 


HERE IS much talk in many 

parts of the country to the 
effect that Blue Cross and hospi- 
tals had better do something to 
improve prepayment for hospital 
care or serious consequences will 
result. 

Developments are now in prog- 
ress which are intended to bring 
into being a single national Blue 
Cross organization, which will 
provide Blue Cross with a greater 
semblance of unity and with 
greater nationwide strength. These 
developments also are intended to 
provide the American Hospital 
Association with a stronger hand 
in developing and enforcing ap- 
proval standards and in promoting 
Blue Cross-hospital relations. 

Much of the background of these 
developments is well known to all 
of us—the rising utilization of hos- 
pitals and the increasing hospital 
operating costs which have forced 
Blue Cross plans to seek rate in- 
creases; the public controversies 
and public hearings which have 
followed these requests; the legis- 
lative investigations of Blue Cross 
and hospitals with their threats, 
open or veiled, of public control; 
hospital and Plan dissatisfactions 
over reimbursement; the relatively 
cumbersome machinery now avail- 
able for negotiation of national 
Blue Cross contracts; the com- 
plaints that the retired aged were 
not receiving adequate coverage, 
and many other strains of a more 
local character. 

It was these concerns that led 
the Board of Trustees of the AHA 
to decide to take the lead and 
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begin work through a special three- 
member committee under the di- 
rection of Frank S. Groner, presi- 
dent-elect of the Association. This 
group met last April in Miami with 
the Blue Cross Plans at their na- 
tional conference, and later some 
Blue Cross consultants were added 
to the special committee. 

The group’s efforts received im- 
petus at the national convention of 
the Association in New York in 
August when it became obvious, 
through the press and public re- 
action to speeches and statements 
by myself and by John R. Mannix 
of the Blue Cross of Northeast 
Ohio, that the future of Blue Cross 
was an issue of primary public 
concern. 

The Groner committee reported 
its plan to the Board of Trustees 
in November; the Board gave its 
approval and joined with the Blue 
Cross Association and Blue Cross 
Commission to call a workshop 
conference in January at the AHA 
headquarters in Chicago. The con- 
ference was for chief salaried 
officers of Blue Cross Plans; 65 of 
the 79 Plans were represented at 
the workshop by their chief sala- 
ried executives. © 


RIEFLY, this was the plan they 
heard presented: 

1. There would be one national 
Blue Cross organization, which 
would be responsible for the func- 
tions now conducted by the Blue 
Cross Association, the Blue Cross 
Commission and, as far as legally 
feasible, Health Service, Inc. 

2. A new council of the AHA 


would be created to administer the 
license agreement and protect the 


‘Blue Cross mark, develop approval 


standards including principles of 
reimbursement and .to conduct 
their enforcement and be responsi- 
ble for Blue Cross-hospital rela- 
tions. 

3. Three members of the board 
of the new national Blue Cross 
Association would be nominated 
by the AHA and elected by the 
members of the new Blue Cross 
organization. 

4. Two members of the AHA 
Board of Trustees would be nomi- 
nated by the new Blue Cross or- 
ganization and elected by the 
House of Delegates of the AHA. 

These proposals, which were 
fully discussed and unanimously 
approved in principle at the work- 
shop, will be submitted to the na- 
tional conference of the Blue Cross 
Plans in Los Angeles in April and 
to the House of Delegates of the 
AHA in San Francisco in August. 

Adoption of these proposals 
would strengthen both the volun- 
tary prepayment system and the 
voluntary hospital system because 
they would give form and ef- 
fectiveness to the long and full 
partnership that we believe is 
essential if the voluntary way is 
to continue to succeed. 

However, mere reorganization 
is not going to solve the Blue 
Cross-hospital problems. The real 
issues will remain. But the pro- 
posed reorganization will provide 
Blue Cross and hospitals with 
more efficient means to attack the 
issues. 
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Wherever 
salicylate therapy 
is warranted 


BUFFERIN 


brings fast relief and avoids upset stomach 


1000 TABLETS 


e reduces patients’ complaints 

@ saves time for nurses and aides BUFFERIN 
e improves hospital efficiency and economy 

e offers exclusive hospital size Bufferin 1000's 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, N. Y. 
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fiafessional frachice 


The Nebraska program: 


CONDITIONING 
THE CHRONIC MENTAL PATIENT 
FOR NURSING HOME RESIDENCE 


by CECIL WITTSON, M.D., and JACKSON A. SMITH, M.D. 


ORE THAN 450 patients have 
been released from one 
Nebraska state hospital since 1955 
as a result of a program of rehabil- 
itating the elderly and separating 
them from state mental hospitals. 
Paralleling this program is another 
at a short-term psychiatric hospital 
which concentrates on intensive 
basic research. The latter yielded 
unexpected dividends, permitting 
patients to be returned to the com- 
munity who were chronic schizo- 
phrenics. 

In 1955 a program to.release aged 
patients was instigated at Norfolk 
State Hospital. At first it appeared 
that there were too few nursing 
homes available to accommodate 
the patients, but after a few 
months, it became evident that the 
resistance to this program was not 
due to lack of facilities but to the 
reluctance of county welfare de- 
partments and patients’ relatives 
to use resources other than the 
state hospital. 

During this same year, a very ac- 
tive research program was started 


Cecil Wittson, M.D., is director, Nebraska 
Psychiatric Institute, and professor and 
chairman, Department of Neurology and 
Psychiatry, University of Nebraska Col- 
lege of Medicine, Omaha. Jackson A. 
Smith, M.D., is clinical director, Illinois 
State Psychiatric Hospital, Chicago. 
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The authors describe a program 
now going on in state hospitals of 
Nebraska which permits release of 
mental patients to nursing homes or 
to their relatives’ homes. Intensive 
basic research and release of reha- 
bilitated patients are the two main di- 
rections the program has taken, the 
authors write. Family and county wel- 
fare department reluctance to assume 
responsibility for the discharged pa- 
tients, they add, was the major obstacle 
to the program, but it has been largely 
overcome. 





at Norfolk and at a second state 
hospital. Permission was requested 
from the responsible relative or 
guardian of each of 2600 patients 
to include the individual in the 
planned research studies. It was 
explained to the relatives and 
guardians that patients included in 
the studies would be closely ob- 
served and their well-being would 
be the first consideration. 


RELATIVES’ REACTION TO PROGRAM 


The replies varied, but approxi- 
mately 40 per cent gave their ap- 
proval, One relative said that he 
would be most pleased to sign for 
all the patients in the hospital. On 
the other hand, some showed ob- 
vious or covert concern over the 


possibility that the patient might 
be improved and released. This is 
understandable, since many pa- 
tients had been hospitalized for 10 
years or, longer. They had ceased 
to be a part of the family and had 
become strangers to their own chil- 
dren. These fears and concerns 
held by the family must be appre- 
ciated as very real problems when 
returning the chronic patient to 
his community. 

The chief social worker at Nor- 
folk found a similar but even more 
marked reluctance to his program 
of release. Protests that available 
nursing homes would be over- 
whelmed, that such patients would 
not be accepted and that the pro- 
gram would have to be discontin- 
ued were all proven wrong. In the 
beginning, there was a clear-cut 
demand to “leave things as they 
are.” 

Since the start of this effort, new 
nursing homes have been estab- 
lished and Allison’s previous find- 
ing,! that such patients adjust bet- 
ter to nursing home routines than 
patients who had not been previ- 
ously hospitalized, was confirmed. 
The resistance of relatives and 
county agencies still exists but to 
a lesser degree. There appears to 
be a much greater readiness to 


47 








accept the physician’s opinion that 
a patient should be committed 
than that he should be released. 

Some relatives feel that releas- 
ing the patient to a nursing home 
is evidence that the hospital no 
longer believes the patient is treat- 
able. Others feel that the care in 
the hospital is more adequate. 
Some fear that they will have to 
bear all the cost of care in a nurs- 
ing home. These misconceptions 
emphasize the need for the prepa- 
ration of the relative for the pa- 
tient’s release. A county agency’s 
failure to act on a recommenda- 
tion, or its reluctance to work with 
the hospital on placing the patient, 
can delay the individual’s release 
by months or even years. 


PATIENTS’ REACTION TO PROGRAM 


The patients, too, must be pre- 
pared for their leaving since many 
have become “institutionalized” 
and fear to depart. Others, at first 
disinterested, later become eager 
over the prospect of leaving the 
hospital. The patients are assured 
that if they are not happy after 
a trial in the situation, they may 
return to the institution. Only 10 
per cent of those tried in nursing 
homes were returned and many of 
these succeeded after a second or 
third attempt at placement. 

The importance of social service 
in the release of patients since the 
introduction of. the tranquilizers is 
pointed up by studies such as 
Moody’s.? These medications have 
permitted a level of adjustment 
which many chronic patients could 
not previously maintain. However, 
this improvement gets the patient 
only as far as the front door of 
the hospital. The patient is still 
a long way from home. Helping 
him find his way back to the com- 
munity is an increasingly impor- 
tant function of the social service 
department. 


INTENSIVE RESEARCH PROGRAM 


The Nebraska Psychiatric Insti- 
tute in Omaha includes a 10-bed 
intensive research ward. Its pri- 
mary function is to do basic psysi- 
ological studies on the mentally 
ill and to evaluate treatment pro- 
cedures which require a maximum 
amount of medical care and ob- 
servation. 

In 1956 we transferred 10 geri- 
atric patients from the state hos- 
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pital system to this ward. These 
patients were all chronically ill 
and there was no prospect of their 
being discharged from the hospital. 

The project was designed to 
evaluate a drug which reportedly 
benefited those with arterioscler- 
osis. When the project was com- 
pleted, half the patients were re- 
leased to the community. So far 
as we could objectively determine, 
the drug had no effect whatsoever. 
The release resulted from the train- 
ing the patients received in the 
ward, the increased interest shown 
by the relatives and their agree- 
ment to again try the patient at 
home, first for the weekend and 
then for longer periods. 

Ten chronically ill schizophrenic 
patients were then brought in for 
treatment. As one might expect, 
the combination of increased at- 
tention, interest and medication 
allowed several to obtain and hold 
positions outside the hospital. How- 
ever, after 9 to 17 years in an 
institution, these patients had to 
be taught how to find the right 
street, to enter a busy terminal, 
to locate and board the right bus 
and to shop. 

A partial solution to the problem 
of returning the patient to the 


community may lie in improved 
treatment which will avoid the 
need to “send him away” in the 
first place. 


THE ADMINISTRATOR’S PART 


The hospital administrator’s 
problems with chronic patients are 
similar regardless of the patient’s 
diagnosis. This arises from the fact 
the patient has become a stranger 
to the community and frequently 
to his relatives. 

The hospital administrator may 
stand between the physician’s 
readiness to discharge the im- 
proved patient and the family’s 
reluctance to have him return. He 
may become the reassuring and 
temporizing mediator between the 
demands of the two. It should be 
anticipated that this demand will 
probably occur with greater fre- 
quency as the treatment of the 
aged and the mentally ill becomes 
more effective. s 
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NOTES AND COMMENT 





Commercial bacteriophages and 


staphylococcus typing 


Potential users of currently 
available commercial bacterio- 
phages were cautioned by the Com- 
mittee on Staphylococcal Phage 
Typing of the Laboratory Section, 
American Public Health Associ- 
ation, that trustworthy results 
cannot be expected unless the 
following criteria are satisfied: 

1. The procedure must be carried 
out by a qualified microbiologist 
specially trained in phage typing 
techniques. 

2. Before use, each phage must 
be titrated against its standard 
propagating strain to determine 
the Routine Test Dilution for use; 
preliminary tests show that re- 
constitution without titration will 
frequently lead to confusing re- 
sults. 

Unless data on the lytic spec- 
trum of each batch of each phage 
can be furnished by the supplier, 


each user must first test each phage 
preparation against all standard 
propagating strains at RTD before 
assuming that a standard pattern 
will result from its use; such data 
are needed before results obtained 
can be interpreted or considered 
epidemiologically significant. 

4. After reconstruction and di- 
lution based upon titration, each 
phage dilution should be tested 
against its homologous culture for 
production of confluent lysis each 
time unknowns are typed. 

The committee also stated that 
no scheme for application of bac- 
teriophage typing techniques with- 
out satisfaction of these criteria 
has yet been developed and found 
feasible. The Committee’s general 
statement on the availability and 
uses of staphylococcal phage typ- 
ing is to be published in the 
American Journal of Public Health. 
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Contributing to Medical Education 
Through the World’s Largest Surgical Film Library 





SURGICAL 
PRODUCTS 
NEWS 





SAFER SUTURE DISPENSING TECHNIC 
NOW WIDELY USED IN THE 0. 


Standardization on Davis & Geck Individual Plastic Strip Packs Combines 
Greater Safety With Simplification of Handling, Shipping and Storage Problems 





Old style bulk storage in jars and solu- 
tions poses constant threat of cross 
contamination with “staph.” or other 
organisms, particularly the hepatitis 
virus whose susceptibility to any cold 
germicidal solution is unknown. One 
contaminated suture tube returned to 
a common storage container may con- 
taminate all the rest. In addition, jars 
are heavy, hard. to open, difficult to 
store, prone to costly breakage. 


Slippery, hard-to-break suture tubes are 
awkward to handle and a time-consum- 
ing nuisance to open. Razor-sharp 
edges of broken tubes frequently nick 
sutures and adhering glass splinters 
may actually invade the operating field. 
Unused tubes must be washed, sorted 
and returned to jars. 


Delivery of sutures, particularly surgi- 
cal gut, on tightly wound reels tends to 
kink and weaken sutures... excessive 
handling is required for unreeling and 
straightening. 
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New Davis & Geck Surgilope SP® ster- 
ile suture strip packs protect each su- 
ture individually in sealed plastic dou- 
ble envelopes, completely eliminating 
the cross-infection hazard of common 
storage in jars and solutions. Compact, 
lightweight 3-dozen cartons replace 
clumsy, fragile jars... handling is 
faster and easier, breakage is eliminated 
and shipping costs are sharply reduced. 


With Surgilope SP packaging, the cir- 
culating nurse simply strips open the 
outer envelope to dispense the sterile, 
sealed inner envelope containing the 
suture. Three simple, speedy dispens- 
ing technics fit any operating room situ- 
ation. Extra sutures are quickly opened 
as needed, reducing waste and time- 
consuming resterilization. 


NEW 


New Davis & Geck loose-coil winding 
delivers a supple, kink-free suture, 
ready for instant use. 





INVITES COMPARISON 
NEW, SHARPER DISPOSABLE 
NEEDLE PROVIDES ADDED 
SAFETY IN ALL-PLASTIC, 
WET-PROOF PACK 


The point of the Vim® Sterile Disposa- 
ble Needle is the result of extensive 
research in point design. Penetration 
tests prove that its 12° top bevel and 
longer side pointing provide easier tis- 
sue entry than the usual more rounded 
point design. Equally important, this 
extra sharpness has been achieved with- 
out beveling into the lumen, ensuring a 
stronger point. Unlike weaker lancet- 
type points, the Vim point will not “fish 
hook” in penetrating the vial stopper 
before ever reaching the patient. 


proof. pack is a truly closed aseptic 
system, assuring maximum protection 
against cross-infection. There is no 
spot-sealed cap to “breathe in” airborne 
contaminants when subjected to chang- 
ing temperatures ...no paper backing 
easily penetrated by moisture. 

The unique Vim plastic hub is square 
for easier handling, and fused — not 
glued — to the stainless steel cannula. 
The needles are ultrasonically cleaned 
(leave no tattoo marks), and fit any 
standard Luer syringe. 

The Vim Disposable Needle is ap- 
proved for purchase under the rigid 
new United States Armed Forces and 
Veterans Administration specifications 
for sharpness and package safety. Test 
it yourself against any other disposable 
in the field, before placing your next 
order. 
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AMERICAN CYANAMID COMPANY 


SURGICAL PRODUCTS DIVISION 
30 ROCKEFELLER PLAZA 
NEW YORK, N. Y. 


SALES OFFICE: DANBURY, CONNECTICUT 
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HOSPITAL-RETAIL PHARMACY 


COOPERATION: CLOSE LOOK AT A 


BTAINING THE services of pro- 
fessional and technical per- 
sonnel in adequate numbers and 
with sufficient training to meet 
needs is a critical problem faced 
by all hospitals, but it is more 
acute in the smaller hospital. The 
smaller hospital is often located 
some distance from teaching cen- 
ters. It is also faced with lack of 
financial resources, which often 
makes it very difficult to secure 
trained people. Because of the 
shortage of trained people, the ad- 
ministrator may have to assign 
personnel to functions which may 
not be related to their jobs and for 
which they have not been trained. 
Because we are “a nation of 
small hospitals,’ this problem is 
intensified. Forty per cent of the 
short-term, general hospitals in the 
United States are under 50 beds 
and 65 per cent are under 100 beds. 
Only 41.8 per cent of the short- 
term general hospitals report that 
there is a pharmacy in the hos- 
pital. The balance of 58.2 per cent 
operate a drug room, presumably 
without the services of a regis- 
tered pharmacist. One of the 
principal reasons advanced for 
this by many hospital administra- 
tors is the cost of the services of a 
pharmacist. This is a priority con- 
sideration in the smaller hospitals 
and not without justification. 

In describing the system by 
which pharmaceuticals are con- 
trolled and distributed in Emma 
L. Bixby Hospital, the authors do 


Douglas M. McNabb, D.H.A., is adminis- 
trator of Emma L, Bixby Hospital, Adrian, 
Mich., and Roger E. yatt Jr., R.Ph., is 
owner of H. F. Wyatt and Company, Inc., 
_ a retail pharmacy in Adrian. 


50 


WORKING AGREEMENT 


by DOUGLAS M. McNABB and ROGER E. WYATT JR. 





Providing qualified pharmacy serv- 
ice is an urgent need in 58 per 
cent of the nation’s smaller hospitals, 
according to the author. He describes 
one means of meeting this need—a 
hospital-retail pharmacy contractual 
arrangement—which his hospital has 
found both efficient and economical. 





not imply that this is the only sat- 
isfactory method. Local situations 
may require a different system. 
The authors believe, with respect 
to their local situation, that this 
system gives proper control and 
economical operation and safe- 
guards the patient. 


THE PREVIOUS POLICY 


The procedure in effect at Bixby 
Hospital in 1953, when it had 76 
beds, was as follows: Drug items 
were ordered directly from the 
manufacturer or from any one of 
the local drug stores. Prescriptions 
written by the medical staff went 
to the local druggists at random 
and were delivered to the hospital, 
sometimes. If taxi service was re- 
quired for emergency delivery, the 
fare was often added to the cost 
of the medication. The lack of 
control inherent in this situation 
did not lend itself to economical 
operation because it was impos- 
sible to have the advantages of 


quantity purchasing. Sometimes, 
orders were taken by local drug 
stores for drugs not in stock, 
which caused delay in the treat- 
ment of the patient. In emergency 
situations, it was difficult to ob- 
tain drugs as there was no respon- 
sible person who could be called 
upon for assistance. 

Information on drug items was 
meager because of inadequate ref- 
erence files or through not having 
available anyone who was famil- 
iar with hospital pharmacy opera- 
tions. The value of the inventory 
was unknown, although it was 
substantial. For example, it took 
nearly two years to use up the 
stock of Seconal® sodium that was 
on hand in 1953. There was also 
a substantial stock of outdated 
antibiotics which had not been re- 
turned for credit. 


THE NEW POLICY PROPOSAL 


In 1954, the authors worked to- 
gether to develop a plan that 
would allow a retail pharmacy to 
function as a hospital pharmacy. 
Both agreed that the following re- 
quirements would be necessary to 
make such a plan functional: 

1. A standard hospital formu- 
lary was required. For this pur- 
pose, a pharmacy committee should 
be established composed of repre- 
sentatives of the medical and nurs- 
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ing staffs, the pharmacist and the 
administrator. 

2. The drug contract would be 
open for bids annually to all local 
retail pharmacies. 

3. Any drugs supplied to the 
hospital would be required to meet 
U.S. pharmacopoeia standards. 
Brands to be supplied would be 
approved by the hospital. 

4. The pharmacist would be ap- 
pointed to a management position 
within the hospital organization 
and become a member of the hos- 
pital pharmacy committee. 

5. The successful bidder would 
provide the services of a regis- 
tered pharmacist 24 hours a day, 
seven days a week. 

6. The hospital would reserve 
the right to audit the cost records 
of the supplier. 

7. All formulary drugs and pre- 
scriptions would be delivered to 
the hospital at no extra cost to 
the hospital. 

8. It was essential that the suc- 
cessful bidder guarantee that all 
formulary drugs would be avail- 
able and that other needed drugs 
could be obtained. 

The procedure, based upon the 
foregoing principles, was as fol- 
lows: Local retail pharmacies were 
invited to submit bids on supply- 
ing the drug departments, exclu- 
sive of narcotics, of Bixby Hospi- 
tal for a 12-month period. The 
pharmacists were asked to base 
their quotations for stock drugs 
(listed in the formulary and 
stocked in the pharmacy) and 
prescription items (drugs individ- 
ually ordered from the pharmacy) 
on the suppliers’ material and la- 
bor costs, plus a stated percentage 
mark-up. This was done because 
of the difference in cost in the 
handling of stock drugs and pre- 
scription drugs. 

The stock drugs were to be sup- 
plied to the hospital, ready for is- 
sue to the patient, prepackaged in 
standard quantities to be deter- 
mined by the pharmacy committee 
and based on the quantity needed 
for the average course of treat- 
ment. Stock drugs were to be or- 
dered once a week and the phar- 
macy had two days to fill the or- 
der. The drugs were then to be 
delivered to the hospital by the 
pharmacy. They were to be 
checked and placed on the shelves 
by the hospital personnel. The su- 
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pervisor on duty was to obtain 
those drugs for which an individ- 
ual charge was to be made. Ward 
stocks of nonchargeable items and 
injectables were to be requisi- 
tioned from the storekeeper who 
made the delivery to the nursing 
floors. 

Of the three bids received, H. F. 
Wyatt and Company, Inc., was and 
has continued to be, the lowest 
bidder. 


WORKING DRUG GROUPS 


The program operates in the 
following way: 

1. Stock drugs. These drugs are 
held in the drug room and secured 
by the nursing supervisor on duty 
and charged directly to the pa- 
tient. The requisition for the drug 
item becomes the charge voucher 
after pricing. An example of these 
items is tetracycline, 250 mgms., 
packaged 12 to a box. 

2. Injectables. These are held 
in the floor stock, with reserve 
stock in the drug room. As many of 
these drugs are multidose vials, 
they are charged for by the indi- 
vidual injection. Charges are com- 
puted on the basis of a standard 
syringe charge plus cost of the 
drug after normal mark-up is ap- 
plied. An example of this item is 
Acrojel®, 40 units, cost per c.c. 
plus the syringe charge. The stand- 
ard syringe charge offsets the cost 
of needles and syringes, steriliza- 
tion, replacement, and other simi- 
lar expenses. 

3. Nonchargeable items. These 
drug items are held in the hospi- 
tal floor stocks, with reserve stocks 
in the drug room. These are dis- 
pensed to the patient at no charge 
because the cost of each drug is 
minimal; the cost of recording and 
charging for this small item makes 
it impractical to charge the pa- 
tient. An example of these items 
is Dulcet® aspirin. 

4. Prescriptions. These are drugs 
ordered by the physicians, but not 
included in the hospital formulary 
because of limited usage. These are 
ordered by the nursing supervisor 
from the pharmacy three times 
daily. Any physician on the staff 
can order any drug he wishes, but 
he understands, however, that if 
he orders a special type of drug 
rather than a formulary drug, his 
patient must pay for it. Corocidin- 
Penicillin® is an example. 
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It must be kept in mind that all 
drugs bid in the contract are in 
stock on the nursing floors, in the 
hospital drug room and also in 
the retail pharmacy. These drugs 
are purchased at the best price by 
either the pharmacy or the hos- 
pital, depending upon which is of- 
fered the lower price. Individual 
repackaging is done at the phar- 
macy during the off-peak hours. 
The hospital storekeeper checks 
the hospital drug room twice 
weekly and orders as needed. The 
hospital shelves are marked with 
the individual drugs and the mini- 
mum and maximum requirements 
to be stocked. The pharmacy is 
allowed a 48-hour period to fill 
the stock orders. In actual prac- 
tice, delivery is often made the 
same day the order is placed. 

The drugs to be purchased from 
the pharmacy were listed by the 
pharmacy committee of the hos- 
pital. The formulary describes the 
packaging and unit of issue. An 
example is Chloromycetin®, 250 
mgms., capsules, 18 capsules to a 
box. The exact quantity is speci- 
fied because this is considered to 
be a normal course of treatment 
and this serves as an automatic 
stop order. The physician is then 
required to -write his medication 
orders again. 


BIXBY HOSPITAL BENEFITS 


Under this arrangement, in the 
first eight months of the last fis- 
cal year, patient days totaled 23,- 
709, and drug purchases amounted 
to $26,483, an average per diem 
drug cost of $1.12. According to 
the Michigan Hospital Association 
business index for the six-month 
period ending May 1958, the aver- 
age cost per patient day for drug 
items for the average hospital in 
Michigan was $1.31. Bixby Hos- 
pital, therefore, enjoyed a saving 
of $4500, or 17 per cent on our 
total purchases for this period as 
compared to the average hospital 
in Michigan. The value of our 
present inventory is less than 
$5000. If Bixby Hospital were dis- 
pensing from its own pharmacy, 
it would not be excessive to carry 
an inventory of at least $20,000. 
The advantage of freeing this capi- 
tal for working purposes is 
obvious. 

As an alternative to this ar- 
rangement, Bixby could have hired 


a registered pharmacist, but we 
believe that a pharmacist could 
not be fully employed in a small- 
er hospital. It would be necessary, 
therefore, to use him in some other 
capacity for which he may not be 
trained. There are other draw- 
backs to hiring one pharmacist. 
What does the hospital do on Sat- 
urday and Sunday when he is off 
duty? After he has put in eight 
hours? When he is sick or on va- 
cation? We think that if the hos- 
pital is to have a pharmacist on 
the staff, it must have more than 
one to be able to cover the depart- 
ment seven days a week, 24 hours 
a day, and also to provide cover- 
age for vacations, holidays and 
illness. 

Let it be assumed that one phar- 
macist was hired. To obtain a 
competent person, the hospital 
would be required to pay between 
$450-$750 per month, depending 
upon qualifications. Drugs sup- 
plied to Bixby Hospital are priced 
at 10 per cent above the supplier’s 
cost. In one month, we purchase 
drugs costing approximately 
$3300; 10 per cent of this is $330. 
This amount obviously is substan- 
tially below the minimum salary 
we would have to pay one phar- 
macist. Under our plan, for this 
10 per cent mark-up, we have con- 
tinuous pharmacy coverage. We 
need not be concerned with vaca- 
tion schedules, sickness, emergency 
situations, etc. This factor, com- 
bined with the other two factors, 
certainly indicates the economies 
possible when a hospital utilizes 
local pharmacy resources. 


ELIMINATION OF HANDICAPS 


Any hospital operating without 
the services of its own or a retail 
pharmacist faces the following dis- 
advantages: 

1. Few hospital administrators 
and very few nurses are qualified 
to make a determination as to 
which one of several generically 
identical drugs is to be purchased. 

2. Only a well trained pharma- 
cist can properly evaluate new 
products. Any person not a phar- 
macist would be required to inter- 
view salesmen and spend consid- 
erable time making decisions con- 
cerning purchases. Even _ then, 
there would be no guarantee that 
he had made a valid decision. 

The contracting pharmacist, un- 
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Available in gross lots — one size or as- 

sorted sizes ~— in multiples of one dozen. 

Two types: Standard self-retaining catheter, 

and catheter with self-sealing plug. Capacities: 

5 and-30 cc. Size range: even.sizes, from 14 to 

26 Fr. inclusive. 
| 

These catheters are backed by the high reputation of 

American Cystoscope Makers, Inc. Only the priceis low 
— making disposable use a practical procedure. 


FREDERICK J. WALLACE, President 


American (ystoscope Nakers, Inc. 


PELHAM MANOR (PELHAM), NEW YORK 





der our arrangement, is a member 
of the hospital staff, so all manu- 
facturers’ representatives are re- 
ferred to him. This, of course, 
saves the administrator or nursing 
department considerable time, and 
we are sure that we are purchas- 
ing economically and wisely. 

3. Not having a skilled pharma- 


cist as a consultant deprives the 
hospital administrator of an essen- 
tial part of his management team. 
The pharmacist can provide a 
great deal of assistance to the ad- 
ministrator in setting up and over- 
seeing the proper control features 
in handling drugs within the hos- 
pital. 


In conclusion, we reiterate that 
we do not regard this system as 
ideal for every hospital. But we 
have found that it works for us. 
It gives Bixby Hospital and its pa- 
tients proper pharmaceutical serv- 
ice economically and meets the 
legal requirements of the state 
board of pharmacy. R 


Questions and Answers on Hospital-Retail Pharmacy Cooperation 


The following questions con- 
cerning Emma L. Bixby Hospital’s 
contract arrangement for pharma- 
cy service are answered by Ad- 
ministrator McNabb: 

When referring to “stock drugs,” 
do you mean drugs stocked in the 
pharmacy, on nursing stations, or 
in some other location? 

Stock drugs are those drugs 
which are contained in the hospi- 
tal formulary and stocked in the 
pharmacy. Nonchargeable drugs 
and injectables are also stocked in 
the nursing stations. This termi- 
nology is to differentiate those 
items which are ordered by pre- 
scription from the retail store on 
individual order for the patient. 
This formulary contains currently 
277 items, all prepackaged and 
ready for issue to many patients, 
such as medications contained in a 
multidose vial or bottles of milk of 
magnesia. 

How do the hospital adminis- 
trator and the retail pharmacist 
regard joint purchasing consider- 
ing that some pharmaceutical com- 
panies have special prices exclu- 
sively for hospitals? 

With respect to the purchase of 
those items wherein the hospital 
has special purchasing advantages, 
the hospital will purchase the item. 
Depending upon the requirements 
of the company, it will be drop- 
shipped at the pharmacy or 
shipped directly to the hospital. 

Will the retail pharmacist ac- 
cept returned or discontinued 
medications? If so, is a credit is- 
sued to the patient for returned 
drugs? Is the medication returned 
to the hospital pharmacy or the 
retail pharmacy, or just what be- 
comes of it? 

The retail pharmacist does ac- 
cept returned or discontinued 
medications if it is in compliance 
with the state prescription laws. 
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Credits for unused stock medica- 
tions are given, if the patient re- 
quests the credit. Generally this 
is not an acute problem as the or- 
dering quantities are such that 
there is very little return of drugs. 
If the medications are prescrip- 
iton items, they are discarded. 

The eight-month cost of drugs 
purchased for hospital use is $26,- 
483. Does this figure represent the 
cost for hospital pharmacy stock 
only? If so, what is the figure for 
drugs purchased from the retail 
pharmacy on prescription? 

The figure of $26,483 represents 
both the cost of those drugs proc- 
essed through stock and those or- 
dered by prescription. 

The per diem cost of drugs pur- 
chased is $1.12. Does this figure 
include the cost of prescription 
drugs? 

The per diem cost of drugs rep- 
resents the cost of prescription 
drugs and stock drugs. 

In comparing the $330 monthly 
saving with the assumed pharma- 
cist’s salary, does this amount of 
the saving take into account, on a 
pro rata basis, the salaries of the 
nurse supervisor and the store- 
room keeper who are also invloved 
in drug handling? 

The minimum monthly saving 
of $330 does not take into account 
the salaries of the nursing super- 
visors nor the storeroom clerk. 
We estimate that the nursing su- 
pervisor will spend 30 hours 


monthly, costing approximately 
$70, in actual performance of what 
would be the pharmacist’s func- 
tion. The storekeeper spends ap- 
proximately 12 hours a month at 
a cost of $27, which with the 
nurse’s salary could be considered 
to be a $97 additional cost of the 
pharmacy department. 

What control procedure is in ef- 
fect when the nurses take a pre- 
packaged wunit—control numbers 
or what? How many nurses enter 
the pharmacy in a 24-hour period? 

The nurse, when obtaining a 
prepackaged unit of drugs, places 
the patient’s name, room and bed 
number on the package, forward- 
ing this to the floor in person, or 
by dumbwaiter or pneumatic tube, 
depending upon which is the most 
expeditious. 

What type of prescription is 
sent to the retail pharmacist for 
nonformulary prescriptions? Does 
the retail pharmacist get the phy- 
sician’s original prescription, or 
only a copy? How is the prescrip- 
tion labeled? 

The nursing supervisor, after 
the prescription has been written 
by the doctor, telephones these 
prescriptions periodically through- 
out the day to the retail pharma- 
cist. Normally, these times are 
1:30 p.m., 5 p.m. and 9:30 p.m. 
These containers have the name 
of the drug and its strength, and 
the name of the patient, his room 
and bed number on the label. ® 





NOTES AND COMMENT 





Time saver is space saver too 


How can a hospital pharmacy speed up the handling of over 400 pre- 
scriptions daily for hospital inpatients? 

The Chicago Wesley Memorial Hospital pharmacy sought a solution in 
prepackaging the most commonly used drugs. Since an automatic 72- 
hour stop order ‘on all medications is in effect, it was a simple matter 
to label the individual vials and fill them with the proper quantity of medi- 
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cation. However, storing a three- 
day supply of the most commonly 
used drugs posed another problem. 

Initially, cardboard boxes were 
used and these were stacked in a 
corner of the pharmacy. To fill 
prescriptions, however, the phar- 
macy personnel had to rummage 
through these boxes to locate the 
right drug. Both the clutter of 
boxes and the loss of time tended 
to defeat the labor-saving aspects 
of the idea of prepackaging. 

At the suggestion of S. W. Mor- 
rison, director of pharmacy, the 
hospital carpenter prepared the 
vial cabinet shown in the pictures 
at the right. It contains 30 slots 
and will hold 300 vials one inch in 
diameter or 600 vials one-half inch 
in diameter. The floors of the slots 
are inclined toward the front of 
the cabinet to facilitate removal 
of the vials. The first cabinet con- 
structed can be filled from either 
front or rear, but the second can 
be filled only from the front. 

During slack hours, the pharma- 
cists fill and label these vials. Dur- 
ing rush hours, a stock boy under 
a pharmacist’s direction fills and 
labels the vials. The supply is re- 
plenished daily. The prepackaging 
program can be adjusted to the 
seasonal variation in the turn- 
over of the most commonly used 
drugs. e 





New pharmaceutical 
entities 


- 





ISORDIL (isosorbide dinitrate) is a 
long-acting coronary vasodilator 
for the therapeutic and prophylac- 
tic management of angina pectoris, 
according to the manufacturer, 
Ives-Cameron Company. It is also 
claimed that the drug significantly 
reduces the number, duration and 
severity of anginal attacks, often 
when other long-acting coronary 
vasodilators fail. The preparation 
acts rapidly in comparison with 
other prophylactic agents, accord- 
ing to the literature released by 
the manufacturer, and patients 
usually experience benefits within 
15 to 30 minutes. The effects of a 
single dose of the drug last from 
four to five hours. 


FULVICIN (griseofulvin) is an oral, 
antifungal antibiotic for the treat- 
ment of ringworm of the scalp, 
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beard, body, hands, feet, finger- 
nails and toenails, according to 
the manufacturer, Schering Cor- 
poration. It is also claimed that 
patients experience a decrease of 
itching and inflammation during 
the first few days of treatment. 
The manufacturer warns that pen- 
icillin-sensitive patients may react 
unfavorably, although no such in- 
stances have been reported. It is 
further recommended that com- 
plete blood counts should be per- 
formed at two-week intervals dur- 
ing therapy, and that patients 
should be watched for sore throat, 
fever, urticaria and other abnor- 
mal signs. If a rash appears, ther- 
apy should be discontinued. 


GRIFULVIN (griseofulvin) is an 
oral, fungistatic agent, specific for 
common fungous infections of the 
hair, skin and nails, according to 
the manufacturer, McNeil Labora- 
tories, Inc. The drug is not effec- 
tive against bacteria, yeasts or 


(ABOVE AND AT LEFT) Cabinets for holding 
drug vials in use at Chicago Wesley Me- 
morial Hospital, Chicago. 


deep-seated mycoses, according to 
the manufacturer’s literature. The 
manufacturer states that the drug 
is an antibiotic derived from a 
species of penicillium. Side effects 
to be watched for, the manufac- 
turer states, are headache, epigas- 
tric discomfort and urticaria. If 
the latter develops during therapy, 
it should be discontinued. Any 
patients receiving the drug, ac- 
cording to the manufacturer, 
should receive careful supervision 
which should include peripheral 
blood counts at appropriate inter- 
vals. 


SYNTETRIN (N—[pyrrolidinometh- 
yl] tetracycline) is a broad-spec- 
trum antibiotic derived syntheti- 
cally from tetracycline, which can 
be administered orally, intramus- 
cularly or intravenously, according 
to the manufacturer, Bristol Iab- 
oratories. At present, according to 
the drug literature, the drug is 
available only in intramuscular 
and intravenous formulations. The 
manufacturer recommends the 
drug for respiratory tract and uri- 
nary tract infections, gastroin- 
testinal and dermatologic infec- 
tions, and rickettsial and viral 
infections. It is claimed also that 
injection of Syntetrin® is less 
painful than injection of other tet- 
racyclines, but it is recommended 
that the drug should be given orally 
as soon as possible. No side effects 
are reported by the manufacturer. 
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STUFFED CABBAGE 
ROLLS 

FISH PATTIES 
al 

CORNED BEEF 
BAKED POTATOES 


hold all these in a 


Thowmslainor 


.. -Without 
Flavor Transfer! 


There is no limit to the many different types 
of food you can store for hours without flavor 
transfer when you have a compartmented 
Thermotainer electric food warmer. 


Thermotainer’s unique construction helps you 
cut costs and speed service. Food will not dry 
out or become soggy, because Thermotainer’s 
“Channeled heat” circulates around the com- 
portments—never in the compartments. You can 
prepare food well in advance of serving time— 
and hold it until needed. 

More than 77 models are available to solve 
your hot food storage problems. There are pass- 
thru types to save steps between kitchen and 
serving areas . . . undercounter and backbar 
units . . . portable models to speed service to 
remote locations. 


These are some of Thermotainer’s 
exclusive features: 
Full-range thermostatic control 
Easy-load shelf-type doors 
Stainless steel throughout 


Adjustable slides for shallow, medium 
and deep pans 


Moisture control 


Sold only through 

authorized dealers. 
Write for your copy 

of the complete 
Thermotainer catalog. 


FRANKLIN PRODUCTS CORP. 
400 W. Madison Street Chicago 6, Ill. 
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New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 











Bathroom fixtures (5E-1) 

Manufacturer's description: The bathroom 
fixtures are made of unbreakable 
plastic fiber, with the entire sur- 
face metallized in a tarnish proof 
finish of chrome, gold or copper. 
A complete line of metallized plas- 
tic soap dishes, tooth brush holders, 


robe hooks, towel racks and paper 
holders are available. Mirra-Cote 
Co., Dept. H4, 140 Standard St., 
El Segundo, Calif. 


Fire alarm system (5E-2) 

Manufacturer's description: The nonelec- 
trical fire alarm system operates as 
a single station alarm without the 
need for wires or batteries. Each 
alarm in the system operates in- 


dependently. Interstate Engineer- 
ing Corp., Dept. H4, 522 E. Ver- 
mont, Anaheim, Calif. 


Uniforms (5E-3) 

Manufacturer's description: The tuaiform 
is woven from a synthetic fiber. It 
is wrinkle-resistant and crease- 
resistant which reduces the need 
for ironing. Among the more than 
50 styles offered is the coat-style 





Chicago 11, Illinois. 


p> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
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pictured here. It has an Empire 
waist, dainty new-look collar, front 
pleats at the waist of skirt, two in- 
serted skirt pockets and inverted 
box pleat on back. It buttons to 
the waist and has snap fasteners 
on the skirt. Preen Uniforms, Inc., 
Dept. H4, 254 W. 28th St., New 
York 1. 


Disposable waste bag (5E-4) 

Manufacturer's description: The six- 
bushel plastic bag can be disposed 
of along with its contents, elimi- 
nating the need to empty and re- 
place the cloth bag in the frame. 
The disposable plastic bag is de- 
signed for one-time use in hospi- 


“ es 


Photo courtesy of Mel Warshaw, Inc., Miami (creators of Jay Originals and Trend-Setter fashions) 


FASHION NOTE FOR 1960 — Advanced 
styling is an art, demanding the very epitome of creative 
genius. It’s an incentive to feminine shoppers. And in 
like manner it influences industrial buyers .. even in the 


tals where the nature of the waste 
material does not encourage clean- 
ing and re-using the bag. Walton- 
March, Dept. H4, 1592 Deerfield Rd., 
Highland Park, Iil. 


Cardiac monitor (5E-5) 
Manufacturer’s description: The cardiac 


monitor incorporates a monitor de- 
vice to give instant detection of 
the patient’s difficulty and a pace- 


SS 
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selection of drinking-water 
equipment, such as these 
two trend-setting models 
by Halsey Taylor. In fact, 
if it’s Taylor-made, it’s the 
most modern in its field. 


The Halsey W. Taylor Co., Warren, O. 


ly Tey 





this is the new 
WALL MOUNT * 


It's a Halsey Taylor 
first! Mounts on the 
wall, off the floor. 
Compact, easy to 
keep clean, with no 
corners or crevices 
to catch the dirt. 


“Patent Pending 


new wall-mounted 


COFFEE BAR 


Gives instantaneous 
hot water for serv- 
ing up to sixty 8-oz. 
cups of hot coffee. 
Goose-neck type 
dispenser with a 
push-down lever. 
No exposed fittings. 


ASK FOR LATEST CATALOG, OR SEE SWEET’S OR THE YELLOW PAGES 


360 
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m first choice 


WITH NURSES and 
HOSPITAL BUYERS 
because they’re 


@ ALWAYS AVAILABLE 
—No more cutting, sewing and storing 
muslin wrappers. Do away with loun- 
dering, drying, folding and mending. 
Save time, save space. 


@ EASY TO USE 


—The only paper designed to handle 
like cloth—no change in technique re- 
quired. Edges drape when unfolded to 
provide sterile field. 


@ RE-USABLE 
WITH SAFETY 


—Hospitals report 8 
to 10 uses out of 
Sterilwrap sheets, as 
many as 12 to 24 
from glove envelopes 
and cases. 100% 
sterility assured for 
much longer periods 
than with other wraps. 








S$: 





The modern way to wrap supplies for 
autoclaving. Not just another ordinary 
commercial paper, Meinecke Steril- 
wraps are formulated under rigid lab- 
oratory control specifically for hospi- 
tal sterilizing needs. Strong, easy to 
handle, won't crack or stiffen—and 
the initial cost is the complete cost! 


TEST STERILWRAPS 
—send for FREE sample test kit, 
folder and prices—TODAY! 


Over 65 Years of Continuous 
Service to the Hospitals of America 


221 Varick St., New York 14 
Branches in Los Angeles and 


Sunnyvale, Calif., 
Dallas, Chicago & Columbia, S, C. 





maker to give immediate external 
stimulation. The monitor contains 
an automatic alarm, and audio- 
visual signal of the ventricular 
contraction and a constant heart 
rate indication provided by the 
large read-out dial. The pacemaker 
has either an automatic or a man- 
ual setting in addition to voltage 
and rate controls. Physio-Control 
Corp., Dept. H4, 4719 Brooklyn 
Ave., Seattle 5. 


Data collecting system (5E-6) 

Manufacturer's description: The data col- 
lecting system provides accurate 
and up-to-the-minute reports from 
work areas for management con- 
trol. All information in punched 
tape, edge-punched or tab cards is 
channeled to a central point for 
subsequent data processing. In hos- 
pitals, where accumulating fixed 





charges for goods or services for 
billing purposes is necessary, the 
system will speed up the flow of 
all accounting data to the business 
office for faster invoicing. Friden, 
Inc., Dept. H4, One Leighton Ave., 
Rochester 2, N.Y. 


Medication tray (5E-7) 

Manufacturer's description: This 11 x 16 
in. anodized aluminum tray is light- 
weight and easy to carry. It has 
spaces to hold medicine cups, hy- 
podermic syringes and identifying 
medicine cards. It is available in 
two styles: one, a combination that 


holds 18 medicine cups and four 
syringe racks; two, standard with 
space for 24 medicine cups. Each 
space on either tray is provided 
with a slot behind to hold the 
medicine card. Will Ross, Inc., Dept. 
H4, 4285 N. Port Washington Rd., 
Milwaukee 12. 


Identification tags (5E-8) 

Manufacturer's description: These identi- 
fication tags are made of perma- 
nently dyed and etched aluminum 
foil. They can be serialized by 
either the manufacturer or the 
purchaser. An efficient and durable 
adhesive assures an enduring rec- 


ord of ownership and simplifies 
inventory reviews. C & H Supply 
Co., 415 East Beach Ave., Dept. 
H5, Inglewood 3, Calif. 


Infant formula sterilizer (5E-9) 

Manufacturer's description: This infant 
formula sterilizer for the small 
nursery has all the operating and 
safety features of larger models. 
It has ample capacity for service 
to eight bassinets with a forget- 
proof time and temperature cycling 


Be 


operation through simply set auto- 
matic controls. American Sterilizer, 
Dept. H4, Box 620, Erie, Pa. 


Surfacing material (5E-10) 

Manufacturer's description: This precut 
surfacing material modernizies 
any desk, table, or flat surface in 
less than five minutes and hides 
unsightly scars and burns. Made 
with high pressure laminated plas- 
tic, it is available in any size to 
30 x 144 in. or 48 x 120 in. No 
sanding or gluing is necessary; 
simply peel the protective coating 
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from the quick gripping, permanent 
bound adhesive, turn over and 
place on the surface you wish to 
cover. It resists stains, scuffs and 
scratches and will last indefinitely. 
Kenmore Sales Co., Dept. H5, In- 
dustrial Park, Lowell, Mass. 


Anesthesia apparatus (5E-11) 
Manufacturer's description: This new an- 


esthesia apparatus provides the 
features of the larger models, but 


in a substantially smaller unit. 
The Flowmeter is the ball type, 
for greater accuracy and finer con- 
trol. It is individually calibrated. 
Pressure gauges and regulators for 
all gases are standard. An appara- 
tus for vaporization of liquid an- 
esthetic agents is an integral unit. 
The Foregger Co., Inc., Dept. H5, 
Roslyn Heights, L.I., N.Y. 


Dishwashing rack (5E-12) 
Manufacturer's description: This is a spe- 


cially processed, unbreakable plas- 
tic rack that is unaffected by boil- 
ing water. It weighs 75 per cent 
less than a metal rack. A unique 
nesting feature stores cups in 40 
per cent less space than a wire 
rack. No inserts or carriers are 
needed. It is unharmed by rough 
handling, will bounce if dropped 
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s Now you can control 
micro-organisms efficiently: 
Kathabar® Systems 


CUT BACTERIA 





— pathogens included — 

to below 5 per 10 cu. ft. 

(as measured by the 

most sensitive instruments) 
in air delivered continuously 
to any hospital room. 


a The Kathabar aseptic 

uses neither filters nor lights; 
treats the problem directly: 
(1) dries up all exposed water, 
where organisms thrive, 

in coils and ducts; 

(2) sterilizes air most 
efficiently and consistently. 


s The asepsis is odorless, 
and its effectiveness is 
not reduced by age. 


= Your inquiry will be given 
our prompt attention. 


Surface Combustion - 2388 Dorr St.,Toledo 1,0. 
A Division of Midland-Ross Corporation 


Send “Air Hygiene for Hospitals” 





Cups don’t touch each other, so fibrous material is chemically 


Ve yy ys SY rim glaze is protected, breakage is treated to remove dirt, ink and 
ee SOanNtane xy eae avoided and quick drainage and foreign matter from typewriter 
eeeeteie 


air drying are assured. Raburn keys. The material comes in sheets 
Products, Inc., Dept. H5, 346 N. Cee 
Clark St., Chicago 10. 


Typewriter cleaner (5E-13) 
Manufacturer's description: The type- 
writer cleaner is a material which 
rolls into a typewriter like a sheet 
of paper. Simply typing on it cleans 
the keys. The material involves no 
and is quiet, eliminating clatter. solvent, putty or brushes. The soft 





BURN CARE... acase study 


8% by 11 in., seven sections to a 
sheet and packed three sheets to 
St. Mary’s Hospital ~~. / an envelope. The sheets are per- 
: forated so that the used section 
can be torn off and discarded. 
Minnesota Mining and Mfg. Co., 
Dept. H5, 900 Bush Ave., St. Paul 
6. 


Milwaukee, Wisconsin 


Portable resuscitator (5E-14) 

Manufacturer’s description: This auto- 
matic portable resuscitator is so 
lightweight that it may be car- 
ried in one hand. It connects quick- 
ly to either room oxygen outlet or 
oxygen cylinder. This adaptability 


Four CircOlectrics are available for patients in a special burn 
center in St. Mary’s Hospital, Milwaukee, Wisconsin. Above pa- 
tient is in the hydrotherapy section. This complete center was 
donated by the Wisconsin Electric Power Company as a com- 
munity service contribution. 


They use the open treatment method of burn care by ingen- 
iously attaching the single sheet canopy. The overhead frame- 
work, using four IV bottle holders and four inexpensive drapery 
: | hooks, holds the canopy. 
(Ost 01 @)l-Yeis ales The personnel at St. Mary’s tell us they are obtaining better re- 
A DVA N TAGES sults with burn patients because: 
1. Vertical rotation is beneficial to circulation. 
2. Varied and exact desired positioning of the patient is possible 
electrically. 

BURN CARE 3, The patient is never physically handled, a particular benefit permits oxygen administration 
to both patient and nurse in burn care. even during transit of patient from 
one section of the hospital to an- 
For a thirty-day trial, write Orthopedic Frame Company, Dept. H36. other. Rate and flow of oxygen is 
Installations now using the CircOlectric for burn care are on file and easily adjusted to the physiologic 
available upon request. needs of the patient. The unit pro- 
duces a pulsating flow which be- 
gins and ends gently, simulating 
8 natural respiration. Dann Mfg. Co., 
0 edicframe Dept. H5, 2259 Warrensville Cen- 

420 ALCOTT STREET + KALAMAZOO, MICHIGAN ter Rd., Cleveland 18. 
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Oxygen therapy and respiratory equip- 
ment (5EL-1)—A 36-page cata- 
logue illustrating and describing 
all types of oxygen therapy and 
respiratory equipment from aero- 
sol therapy apparatus to equipment 
wrenches. Ask for catalogue No. 20. 
O. E. M. Corp., Dept. H5, East 
Norwalk, Conn. 


Ice-making machines (5EL-2) — 
Titled ‘““New ideas on Ice,” book- 
let contains information, including 
more than 80 illustrations, on prac- 
tical applications of ice and on the 
machines that make it. Also de- 
scribed is the complete line of this 
company’s machines. Scotsman Ice 
Machines, Queen Products Div., 
Dept. H5, King-Seeley Corp., Al- 
bert Lea, Minn. 


Sutures price list (5EL-3)—A 
newly-issued price list on all types 
of sutures for hospitals. Ask for 
No. 103-H Hospital Price List. The 
Kendall Co., Bauer & Black Div., 
Dept. H5, 309 W. Jackson Blvd., 
Chicago 6. 


Environmental test equipment (5EL- 
4)—Test equipment that dupli- 
cates global climatic conditions. 
Test cabinets, baths, ovens, steam- 
humidity chambers and bacterio- 
logical incubators are among the 
hundreds of instruments described 
in this new catalogue, which in- 
cludes 41 pages of illustrations, de- 
scriptions and applications, and a 
temperature conversion chart from 
C.to F or F to C. Ask for catalogue 
No. 560. American Instrument Co., 
Inc., Dept. H5, Silver Spring, Md. 


Hospital locks (5EL-5) —Featuring 
a selector chart—a guide to hospi- 
tal lock choice—this 12-page illus- 
trated brochure titled ‘‘Schlage 
Hardware for Hospitals” is now 
available upon request. Marketing 
Services Dept., Schlage Lock Co., 
Dept. H5, P. O. Box 3324, San 
Francisco 19. 
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Mail handling equipment (5EL-6)— 
This 12-page booklet describes 
mail chutes, mail boxes, lock-type 
letter boxes and mail room equip- 
ment. Advantages of the various 
models are listed. Cutler Mail 
Chute Co., Dept. H5, Rochester, 
NoO¥; 


Centrifuges (5EL-7)—Complete 
with specifications and other in- 
formation, this 16-page illustrated 
catalogue shows full details of this 
line of super-speed centrifuges. 


Ask for catalogue No. 159. Lourdes 
Instrument Corp., Dept. H5, 53rd 
St. and Ist Ave., Brooklyn 3. 


Plastic housewares (5EL-8)—In- 
cluded among the housewares in 
this catalogue are some items that 
would interest hospital purchasers, 
such as storage bins, dispenser sets, 
waste baskets and refuse containers 
made of plastic. Ask for the 1960 
Spring Catalog. Columbus Plastic 
Products, Inc., Dept. H5, 1625 West 
Mound St., Columbus 23, Ohio. 
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Proudly Announces 


the 


PULSPIRATOR 


Revolutionary New Type of 


PUMP-OXYGENATOR 


No Blood Priming Required 
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The Pulspirator is primed with only one liter of physiologic saline 

solution which remains trapped during operation in a compartment 

above the level of the blood circuit. Blood aspirated from the oper- 

ative field is passed to the oxygenator by low pressure suction. 

a of displacement blood required has averaged less than 
ce. 


No Electricity Required 
Pump operates by oxygen from line pressure or cylinder. In an 
emergency, pump may be converted instantly to manual operation. 


Low in Cost 


Minimum Number of Parts 

May be autoclaved. Minimal connections required. 

Simple Operation 

Pump and Oxygenator are adjusted independently. Pump has only 
one frequency control. Pump may be adjusted for pulsatile or non- 
pulsatile operation. 


Completely Portable 
Weighs only 75 Ibs. Dimensions: 14” wide x 28” long x 30” high 


Details of Price and delivery will be announced later. 


THE FOREGGER COMPANY, INC 
ROSLYN HEIGHTS, L.1., N.Y. 
Anesthesia and Oxygen Apparatus since 1914 
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engincening and maintenance 


Better maintenance 


through planned spare parts storage 


by WILLIAM H. LESLIE 


OSPITALS IN the United States 
H vary in type and size and their 
physical layout is often determined 
by the major function of the hos- 
pital. A large teaching hospital, for 
example, will differ greatly in size, 
layout and function from a smaller 
community hospital in an urban 
area. All hospitals, however, what- 
ever their size and major function, 
share the problem of storage space. 

The engineering and mainte- 
nance department of every hospi- 
tal needs storage space for: (1) 
old but still usable equipment; (2) 
equipment that has been replaced 
by newer or more modern equip- 
ment; (3) equipment no longer in 
service, but still kept because 
someone presented it to the hos- 
pital; (4) old but still usable beds 
which must be kept because they 
may be needed in some emergency, 
and (5) spare parts. 

In addition to the storage prob- 
lem created by these categories of 
equipment and furnishings, mod- 
ernization of existing facilities cre- 
ates others. If a hospital lacks 
funds to build new facilities and 
so must modernize existing facili- 
ties to provide more clinic space, 
additional operating rooms and 
more Giagnostic and treatment 
services area, the engineering 
and maintenance department loses 
more storage space. Our depart- 


William H. Leslie is chief engineer, 
Phoenixville Hospital, Phoenixville, Pa. 
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The maintenance department of 
every hospital has a storage problem, 
according to the author, which is com- 
plicated by the adding of services and 
the modernizing of existing facilities. 
He suggests a program of spare parts 
storage to relieve this pressure, par- 
ticularly in the smaller hospital which 
has neither the space nor the funds to 
provide sufficient working area for the 
maintenance department. 





ment had to move stored equip- 
ment and furnishings four times 
in two years. These items are now 
in the basement of the nurses’ 
home across the street from the 
hospital. 


SPARE PARTS STORAGE 


Storage of spare parts is a prob- 
lem particularly to the smaller 
hospital. Usually the engineering 
and maintenance department of 
the smaller hospital is located in 
the basement and is just barely 
large enough. As a result, a shop 
corner stockroom with shelves, bins 
and wall hangers is used to store 
spare parts for essential equip- 
ment. 

If a hospital is located in a town 
that has a reliable and well stocked 
plumbing supply business, hard- 
ware store, electrical supply con- 
tractor and other jobbers, the chief 
engineer may be able to work out 
an arrangement with these sources 
to supply the hospital’s needs. We 
have worked out such an arrange- 


ment with firms in our town. We 
issue one purchase order monthly 
to the various jobbers for each 
type of supplies. When need for 
material arises, we estimate the 
job and purchase what is needed, 
charging it against the purchase 
order previously issued. When re- 
ceived, these items are charged 
against the particular job for 
which they are used on our “Re- 
quest for Repairs” sheet. 

The advantages of this arrange- 
ment are: (1) we purchase what 
is needed after estimating the job; 
(2) we receive a sizeable discount 
on these items; (3) we save con- 
siderable storage space, and (4) 
we save money which would be 
lost through stocking seldom used 
parts which tend to deteriorate 
quickly. 

This is a feasible system for pur- 
chasing and storing such items as 
pipe fittings; sterilizer, refrigera- 
tor and elevator parts; lamps; 
gears; oil burner, electric motor 
and food service equipment parts; 
and gaskets and valves. 


DETERMINING STORAGE QUANTITIES 


The quantity of an item to be 
stocked in the hospital depends 
upon its demand and its length of 
life. The engineering and mainte- 
nance department should be con- 
servative when ordering gaskets, 
for example, because they soon 
dry out in storage and, then, when 
used will soon wear out. There 
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may be a savings in ordering some- 
what larger quantities of more 
durable items. Hard-to-get items 
should be stocked in minimum 
quantities, at least, so that equip- 
ment is not out of service for long 
periods while waiting for replace- 
ment parts. A good substitute ar- 
rangement which we have used is 
to have items such as steel gears 
cut locally. This is cheaper and 
quicker than ordering from the 
manufacturer, especially for ex- 
pensive parts for laundry equip- 
ment. It may also obviate the need 
to store some of the various types 
and sizes of gears that may be 
required. 

Maintaining a spare motor for 
each piece of essential equipment 
is a difficult problem. Careful plan- 
ning, however, will enable the 
maintenance department to use 
the same spare motor for emer- 
gency service in two or even three 
different units. All such motors 
should be labeled and their ages 
recorded, if known, because if they 
burn out or become damaged, they 
may not be worth repairing. Re- 
pairs to old or obsolete motors may 


be very costly, and it may be more 
economical to purchase a new mo- 
tor. A reliable dealer will be a 
real asset to the department be- 
cause he can often help make an 
appropriate decision, thus saving 
the hospital time and money. 


MULTI-BUILDING STORAGE 


Lamp storage is also an impor- 
tant problem. Hospital departments 
differ as to their illumination re- 
quirements. The laboratory, for 
example, has considerably different 
requirements from the nursery. 
Adequate storage space for each 
commonly used type of lamp should 
be provided. If the maintenance 
crew has only one building to 
maintain, a central lamp storage 
room is the best arrangement. If 
there are two or three buildings, 
or even more, a locked closet in 
each building, stocked with the 
proper lamps, will save man hours 
and money. At least, that has been 
our experience, 

We have found that buying 
lamps by the case and distributing 
them equally to each building has 
been the best arrangement. Usual- 
ly the local distributor will offer 
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a discount for case lots. A card 
index in each lamp storage area 
permits keeping accurate account 
of the stock. 

Refrigerators and air condition- 
ers are similar in their replacement 
requirements. An index file should 
be kept on all types of this equip- 
ment, including date of purchase 
and similar data. Universal door 
insulation and V belts of the inter- 
locking type should be stored, so 
that immediate replacement can 
be made. A spare condenser and 
fan should be kept in stock and 
replaced as soon as it is put into 
service. 

Refrigerators are usually fac- 
tory-sealed, so unless the hospital 
has a regular refrigeration me- 
chanic, the best policy is to send 
units to the dealer because each 
replacement carries a guarantee. 
Ice cube machines are usually 
under maintenance contract, but 
if there is one machine on each 
floor, it is an easy matter to bor- 
row cubes until the repairman ar- 
rives. 

It is strongly recommended that 
all spare parts for oil burners be 
kept in a locked cabinet in the 
boiler room. If the hospital has 
two or three boilers, one spare 
ignition coil, transformer, firing 
program, set of flame rods and 
modulating motor will be sufficient 
stock. Oil burners seldom give 
trouble if they are kept clean. If 
one does fail, having these parts 
on hand will save a lot of time and 
trouble. Firing programs and mod- 
ulating motors are exchangeable 
for the cost of repairs. 


THE ELEVATOR PROBLEM 


Maintaining and storing spare 
parts for elevators is difficult and 
expensive, particularly if the hos- 
pital maintains its own elevators. 
We have found storing spare ele- 
vator parts in the penthouse, where 
most of the elevator maintenance 
problems start, to be a good idea. 
Spare parts should include relays, 
coils, fuses of small amperage, 
special indicator lights and similar 
items. If the maintenance depart- 
ment does its own elevator repair 
work, spare parts should also in- 
clude a brake motor, a main drive 
motor and, if directly connected, 
a second coupling. 


Weekly elevator inspection, 
cleaning and oiling will save a 
good deal of money and effort. 
Contracts for elevator maintenance 
service are fine if a hospital can 
afford them. Smaller hospitals with 
only two or three elevators, how- 
ever, cannot afford to lose time 
waiting for a repairman to come 
30 or 40 miles to put in a new relay 
or door latch. If a hospital does not 
have enough elevators to allow one 
to be out of service, then one of 
the mechanics should be trained to 
service the elevators and to keep 
them in good condition. 

The electric heating elements 
used in the food trucks are of the 
same type as those used in electric 
coffee urns. One or two elements 
in stock, to be replaced as soon 
as used, are sufficient to insure 
good service. 


AIR CONDITIONER UPKEEP 


If the hospital has central air 
conditioning, there will be little 
trouble about spare parts because 
these are usually under mainte- 
nance contract. If the hospital has 
40 or 50 wall units, however, it is 
recommended that a replacement 
ratio of one to 25 should provide 
adequate service. If the hospital 
will use the same make _ unit 
throughout, it is simple to remove 
a defective unit and to replace it 
with a spare. All that is usually 
needed to keep these units in good 
repair are several capacitators and 
extra fiber filters which can be 
cut to size. Anything else comes 
under the factory guarantee, so the 
unit can be returned to the dis- 
tributor for repair. 

If a hospital is large enough to 
need a fully stocked storeroom, it 
also needs a storeroom keeper. In 
addition to keeping an inventory, 
he could also keep a check on the 
fire extinguisher maintenance pro- 
gram and a record of work requi- 
sitions. This will enable the chief 
engineer to establish costs for the 
various jobs performed by this 
department. 

A spare parts storage system 
must be worked out by each hos- 
pital in terms of its needs, services, 
facilities, personnel and location. 
These suggestions are simply guide- 
lines which we have found helpful 
in our maintenance program. . 
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(ABOVE) At Greenwich (Conn.) Hospital a 
dietitian makes rounds with the physician 
and is always available for dietary consul- 
tation with the physician and the patient. 


(RIGHT) The dietary department at Green- 
wich Hospital is responsible for the instruc- 
tion program in diet therapy for student 
nurses. There the diet therapy instructor holds 
a conference with two student nurses as- 
signed to the hospital's dietary department. 


(3 =. HOSPITAL food service re- 
quires more than the provi- 
sion of good hot food. It requires 
attainment and maintenance of 
patient satisfaction through the 
service of attractive and appetiz- 
ing meals. Greenwich (Conn.) 
Hospital’s department of dietetics 
achieves this goal by implemen- 
tation of the following eight-point 
program: 

1. Use of cycle menus. 

. Team planning. 

3. Constant supervision. 

. Service of attractive food. 

. Orientation of new employees. 

. Service of cold foods. 

7. Provision of the “little things 
that count.” 

8. Nutrition education program 
for patients and student nurses. 


USE OF CYCLE MENUS 


The three-week cycle menu at 
Greenwich Hospital is used for all 
modified diets. Many of the same 
menu items are used in the pay 
cafeteria for employees. There is 
a separate three-week menu for 


Mrs. Elizabeth E. Halleck is chief dieti- 
tian at the Greenwich (Conn.) Hospital. 
This article is an adaptation of the author’s 
address at the 61st Annual Meeting of 
“ American Hospital Association, August 
1959. 
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Teed service and dietetics 


FIRST OF TWO ARTICLES 


GOOD HOT FOOD 
IS NOT ENOUGH 


by MRS. ELIZABETH E. HALLECK 





In the first of a set of two articles describing how the dietary departments of 
two hospitals provide more for patients than good hot food, the chief dietitian 
at Greenwich (Conn.) Hospital outlines an eight-point program for achieving 
patient satisfaction with the food service. This program is a coordinated service 
under the direction of one person. In the second article, to be published in the 
March 16 issue of this Journal, the assistant to the director in charge of food 
service at Montefiore Hospital, New York, will describe a program featuring 
division of responsibility for the operation of the dietary department. 





each season. At the end of each 
cycle changes are made to im- 
prove the menus and to increase 
patient satisfaction. 

The selective menu always in- 
cludes certain foods. At breakfast 
orange juice and another fruit 
juice or fresh fruit in season are 
included as well as soft-cooked 
eggs and eggs prepared in another 
form. This is necessary because 
otherwise these items will be in- 
serted by the patient on his selec- 
tive menu. 


At noon and in the evening 


broth and gelatin are always served. 
At noon vanilla ice cream is offered 
because it has been found to be the 
patients’ choice. Twice each week a 
different flavor of ice cream is also 
served. A sandwich is offered as 
a choice inthe evening. It may be 
eaten at supper or served as an 
evening snack. 

The same selective menu is used 
for patients in private, semi-priv- 
ate and ward accommodations. We 
feel that, all conditions being 
equal, a patient would receive the 
same medication in a private room 


HOSPITALS, J.A.H.A. 








CHINET 


molded paper plates 
lighten nurses’ load, 
save time and expense 


When your food service operation uti- 
lizes CHINET plates you end the problem 
and expense of obtaining, training and su- 
pervising dishwashing help. You also elimi- 
nate sanitation problems, the initial and 
replacement costs of expensive tableware 
and the need for elaborate dishwashing 
equipment. These savings far exceed the 
modest cost of using CHINET plates. Ideal 
for isolation wards. 

Paper plates are silent—don’t rattle, 
are lighter—easier to carry, and because 
they’re sterilized “hospital-clean” people 
enjoy eating off them. Together with 
KYS-ITE® serving trays they brighten and 
lighten your food service operation. 
KYS-ITE trays are guaranteed against 
warpage ...come in glamorous decorator 
designs and striking solid colors. 








Only CHINET® Plates Give You 
All These Exclusive Advantages 


@ Brilliant new stark white or regular 
plate white 

@ Extra strength, each plate is 
molded individually 

@ Sterilized ““hospital-clean”’ 

@ Waterproof, grease resistant 

@ Complete selection of sizes and shapes 


CHINET® Plates and KYS-ITE® Trays 
can cut food service costs. 


MAIL THIS COUPON FOR COMPLETE DETAILS 


: F Keyes Fibre Company, Dept. H-3, 
CHINET® Molded Paper Piates Waterville, Maine 
Please send me complete details on 
Keyes CHINET® Plates and KYS-ITE® 
Serving Trays. 


Name 





Employer 





Street 





KYS-ITE® Serving Trays City 
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or ward, therefore, he should re- 
ceive the same food to aid in his 
recovery. Volunteers are trained 
to distribute the selective menus, 
collect and tally them seven days 
a week. 

The menus are planned in terms 
of the adequacy of the equipment 
for preparing and serving the food 
and number of personnel. The 
menus feature foods in season and 


popular foods. Every effort is made 
to eliminate unpopular foods. 


TEAM PLANNING 


Team planning begins in the 
main kitchen. The dietitian and 
chef hold short conferences daily. 
Twice each week they hold longer 
conferences to discuss quantities 
of meat and produce to order in 
terms of present, past and future 
census, holidays and week ends. 

Previous records of foods used 
are also checked. By the use of 
cycle menus, records are available 
on the quantities of foods used 
previously to produce a certain 
number of portions at the same 
time making it possible to keep 
leftovers at a minimum. The dieti- 
tian and chef also discuss how and 
when leftovers will be used. 

New recipes and new products 
are discussed as to the day and 
time of preparation and sampling, 
perhaps even to the scheduling of 
a dry run in the pay cafeteria. 
Samples of new items are fre- 
quently given to staff and cus- 
tomers. If the food is well received, 
it is included on the patients’ 
menus. 
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ALL phases of food production and service are the direct 
responsibility of the chief dietitian who heads the dietary 
department at Greenwich Hospital. Here a dietitian checks a 
patient's tray before it is loaded into a tray truck for delivery. 


Greenwich Hospital maintains 
a daily raw food cost that is com- 
parable to hospitals that. are the 
same size, located in the same area 
and that basically serve the same 
type of food. 

Another example of team plan- 
ning is the development of the 
social function calendar. Depart- 
ment heads are requested to send 
the chief dietitian their lists of 
activities for the year that require 
service of refreshments. The die- 
tary’ department is interested in 
knowing the name of the activity, 
date, place, type of refreshment 
(tea or dinner), and time of serv- 
ice. This schedule or social func- 
tion calendar aids the dietary de- 
partment in planning its holiday 
time and vacations, and in writing 
simplified selective menus well in 
advance. The calendar is readily 
available for consultation when 
additions to the calendar are re- 
quested. The chief dietitian can 
readily see if her staff schedule 
will permit the addition of another 
refreshment service on a particular 
day and time. 

The housekeeping department 
finds the calendar helpful, too, in 
scheduling holiday time and as- 
signments for setting up rooms for 
teas, lectures, etc. 

The public relations department 
uses the calendar in planning 
publicity for the local newspaper 
and for the hospital house organ. 


CONSTANT SUPERVISION 


The dietary department at 
Greenwich Hospital is supervised 


by a dietitian or supervisor from 
6 am. to 7:30 p.m. daily. Food 
production is under the close 
supervision of a dietitian from the 
time it arrives at the receiving 
entrance until it is served to the 
patient. All food is tasted for 
flavor, texture, and temperature 
and judged for its appearance be- 
fore it is served. 

A food service supervisor checks 
each tray against the selections 
made by the patient on his selec- 
tive menu sheet. She also checks 
the arrangement of china and 
silver for cleanliness and spillage. 

Trays are placed in food trucks 
for transportation to the floors 
where dietary aides serve the trays 
to patients. Tray distribution is 
under the supervision of a dieti- 
tian or food service supervisor. 

The pay cafeteria is open from 
6:30 a.m. to 6:30 p.m. daily and is 
supervised by a food service 
supervisor. Food is sold as close to 
cost as possible. Patients’ guests 
are welcome to eat in the cafeteria. 
Snacks are sold in the cafeteria 
between meals. 

In addition to close supervision 
of food production and service to 
patients, personnel and guests, the 
chief dietitian at Greenwich Hos- 
pital is responsible for interpret- 
ing to the hospital director 
the operation of her department— 
its status, progress, and its needs 
and how they can be met. She is 
part of the management team of 
the hospital and works directly 
with administration in all present 
and future programing for the de- 
partment. 

The chief dietitian is responsible 
for the total administration of the 
dietary department. She does not 
limit herself to the preparation of 
therapeutic diets and to nutrition 
education of patients, personnel 
and student nurses. Although these 
later areas are very important as- 
pects of total dietary management, 
the dietitian never loses sight of 
the fact that she is part of the 
management team as well as the 
medical team. 

The chief dietitian works directly 
with administration in preparing 
the dietary department budget. 
She also outlines specifications 


HOSPITALS, J.A.H.A. 





ining’s 


‘SO easy 
" 


with KRAFT’S INSTANT POTATOES! 


Whether you need 150"portions for the meal-period, or only 10 to avoid run-out, 
Kraft’s new Instant Potatoes are definitely your answer! 
’ Dietitians, distinguished chefs and thousands of cooks have quickly gone from 
a trial Case to a regular order basis. No wonder. For only 2¢ a portion (3-0z.), they 
can serve Kraft Instant Potatoes—fluffy mashed potatoes with the flavor— color — 
taste and ate of high-quality fresh Idahos. 
“Now anyone,” a food manager happily remarked, “can pre- 
pare mashed potatoes in a couple of minutes.” One No. 10 (6-lb.) 
can of Kraft Instant Potatoes makes at least 150s3-oz. serv- 
ings—without KP duty and perishable potato problems. They 
hold up beautifully on the steamtable. , 
There’s a dramatic difference between Kraft Instant Potatoes 
and others. They’re so excellent, and so economical and effort- 
less to use, you can depend on them exclusively for all your 
mashed potato requirements. For sample packet, or trial order, 
see your Kraft man. 





DESSERTS 
“TOO GOOD TO SKIP” 


made with Kraft Gelatins and Puddings 


Desserts are a sweet source of profit—sales you don’t 
want to miss! It’s up to you to break whatever sales 
barrier makes some customers say “No.” If you try, 
you can please them all. Give patrons a choice—plain, 
fancy, large, small, low-calorie, rich. With Kraft’s fine 
Gelatins and Puddings, you can offer a variety that 
will help you get favorable “dessert decisions” from 
many more customers. 


Kraft's new gelatin formulas give you that special balance of prop- 
erties found ideal for quantity food service. Colors are exceptionally 
clear and bright. Each flavor has its characteristic ripe-fruit taste. 
Gel strength is adjusted for fast set and extended holding periods. 
You'll like Kraft's gelatins ... your patrons will, too. 


KRAFT 
GELATINS 
Raspberry Lemon 
Cherry Lime 
Strawberry Orange 


1% and 4%-lb. 
pkgs. 


KRAFT FINE PUDDING AND PIE FILLINGS 


Operators whose quality standards demand “the best” have put Kraft 
Puddings and Pie Fillings on their purchase lists. For these products 
are the finest of their kind. With them, you can make dozens of delicious 
yet low-cost desserts. Takes little time and less labor. Recipe cards are 


available from your Kraft representative. 


KRAFT PUDDINGS: Chocolate, Lemon, Vanilla, Butterscotch, 1! 


and 5-Ib. pkgs. (Lemon 1% and 5-Ib.) 


Kraft... for good food and good food ideas 








for purchase of all food products 
and equipment. 


ATTRACTIVE FOOD 


Every attempt is made to serve 
an attractive tray. A multicolored 
floral pattern of china is used. A 
printed tray cover, napkin, sugar 
packet and the beverage container 
cover bear the hospital insignia. 
Attractive, colored, plastic-necked 
glass containers are used to serve 
all beverages. Dietary aides who 
serve the trays are selected for their 
neat appearance and pleasant dis- 
position. 

EMPLOYEE ORIENTATION 


A regular mimeographed form is 
given to new employees to cover 
such points as job description, 
hours, week-end work, salary, 
payday, hospital benefits, trans- 
portation, uniforms, etc. 

Arrangements are made for the 
supervisor to show the dietary de- 
partment to the new employee, to 
introduce him to his fellow work- 
ers, to instruct him in his job and 
to give follow-up instructions as 
needed. Someone is asked to take 
the new employee to lunch. Ar- 


rangements are also made on his 
first day on the job, for the new 
employee to take a conducted tour 
of the hospital. 

Two group meetings are held 
with new dietary employees. The 
first is held to discuss cleanliness, 
general information, smoking, use 


of locker, use of the elevators, - 


parking, handling of utensils, and 
conduct. 

The second meeting is devoted 
to instructing employees on their 
conduct with patients. For ex- 
ample, dietary aides are told that 
the nursing department prepares 
the patient and the overbed table. 
They are instructed in how to en- 
ter the room, greet the patient, and 
where and how to place the tray. 
They are told that patients’ re- 
quests are referred to the dietitian. 
The aide is also instructed to re- 
frain from discussing patients’ 
conditions. 

Dietary employees are trained 
to perform as many jobs as they 
are able to learn. This task of in- 
struction is greatly simplified with 
centralized food service because 
all employees work in one kitchen. 


It is the policy of the dietary 
department to promote from 
within. The evening food service 
supervisor was a former diet aide 
who had had considerable experi- 
ence in food work. The clerk- 
typist was a former diet aide who 
had had some typing experience. 
Since she speaks six languages, 
she is frequently used as an in- 
terpreter. 


SERVICE OF COLD FOOD 


In our efforts to keep hot food 
hot, we must not overlook the 
necessity of serving cold food cold. 
It is so important to serve chilled 
fruit and fruit juices, crisp looking 
salads, firm butter and frozen ice 
cream. Since Greenwich Hospi- 
tal makes its own ice cream, it is 
anxious to serve it with a home- 
made look. Each portion is placed 
in a colored, paper-fluted baking 
cup and frozen the previous day. 
The ice cream is placed on the pa- 
tient’s tray in the main kitchen 
and is just the right consistency 
when the patient is ready to eat it. 
An individual service of iced tea 
or coffee is served in a beverage 
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When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 











Let Us Be Thankful 


for the many blessings we, as Americans 
enjoy. You may want to say “grace” before 
your meal so we are listing below prayers of 
three faiths, to help you say “Thank you.” 


Thou, O Lord our God, King of the 
unwerse, who bringest forth bread from 
the earth. Amen” 


“Bless, O Lord, this food to our use, 
and us to Thy service, and make ws ever 
mundful of the needs of othere, im Jesus 


PAPER tray cover and matching napkin, each bearing the prayers of the three major faiths, 
are used on Sunday breakfast trays at the Greenwich (Conn.) Hospital 


container and accompanied with a 
large glass of ice. 


LITTLE THINGS THAT COUNT 


Silverware is used for each 
course. An extra fork is included 
on each tray for the salad, and 
extra teaspoon for pudding, and 
an iced teaspoon and straw for 
the iced beverage. 

The position of the coffee cup 
on the tray has been standardized 
and is carefully checked by the 
food service supervisor. 

Special menu selections are fea- 
tured on holidays. Tray covers, 
napkins, and favors are selected in 
keeping with holiday themes. 

On Sundays popular menu se- 
lections are offered. Special tray 
covers and napkins are used at 
breakfast. (See above). They are 
entitled “Let us be thankful”. A 
prayer for each of the three major 
religions is written on both tray 
cover and napkin. 

On fast days one of the entrees 
offered at noon and at night is de- 
signed for persons who fast. 

Special birthday tray covers and 
napkins are used for patients cele- 
brating their birthday. An indi- 
vidual Baked Alaska with lighted 
candle is added to the tray. A 
team from the dietary and nursing 
departments deliver the tray to 
the patient and sing “Happy Birth- 
day”. 

Guest trays are served on four 
days: New Year’s Day, Easter, 
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Thanksgiving and Christmas. Oc- 
casionally, a guest tray is served 
upon request if it is felt that it 
will benefit the patient. 


EDUCATIONAL PROGRAM 


A folder developed by Green- 
wich Hospital and called “Climb 


Aboard the Good Health Express 
—You Write Your Own Ticket” 
helps the patient to choose a well 
balanced diet. 

At Greenwich Hospital a dieti- 
tian is always available to discuss 
a patient’s dietary problem with a 
member of the medical staff as 
well as to give diet instruction to 
inpatients and outpatients. A dieti- 
tian makes regular visits to the 
patients and welcomes their com- 
ments about the food service. 

A part-time dietitian on the 
staff devotes her entire time to the 
student nurses assigned to the 
department of dietetics. She is 
responsible for all diet therapy in- 
struction to student nurses. An 
integrated program for correlating 
patient care with modified diets 
is in full swing. 

A diet manual has been placed 
on each floor for the use of the 
doctor or nurse in ordering modi- 
fied diets. 

Although keeping food costs 
within the budget is one of the 
dietitian’s most important jobs, 
Greenwich Hospital believes that 
the eight-point program discussed 
here is of great importance in 
achieving patient satisfaction. §® 





NOTES AND COMMENT 





Summer course in group feeding considered 


Food service directors and persons who have been inactive in the food 
service field will be interested to learn that the University of Illinois is 
considering conducting a four-week problems course in group feeding 
this summer. The course would be conducted at the Urbana, Ill. campus 


beginning June 20. 

Hospital food service directors 
who have persons on their staff 
who would be eligible for the 
course are encouraged to notify 
their staff members of the avail- 
ability of the course as well as 
members of their communities 
who may be interested in return- 
ing to the food service field. In- 
terested students are then re- 
quested to write—before April 1 
—to Mildred Bonnell, Room 297 
Bevier Hall, University of Illinois, 
Urbana, Il. 

The course could be taken for 
three credits of undergraduate 
work or would count for one-half 
unit of graduate work. The home 
economics cafeteria at the Univer- 
sity is the laboratory where stu- 





dents would learn basic quantity 
food production and management 
techniques. Graduate students 
would be assigned individual proj- 
ects and every attempt would be 
made to assist each student in his 
particular area of interest, whether 
it be hospital food service, school 
lunch or residence-hall feeding in 
colleges and universities. 
Prerequisites for the course 
would include one three-credit 
course in dietetics or applied nu- 
trition and five or six credits in 
basic foods. The course would be 
accepted by the American Dietetic 
Association in fulfillment of the 
academic requirement for mem- 
bership in the area of quantity food 
preparation and management. §*® 
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25 ramsoeer: . 


Swedish Covenant Hospital 
Chicago, Illinois 


JOIN THE 
BIG CIRCLE 
Louis A. Weiss Memorial Hospital O} oe Ob) od OY oe Chicago Wesley Memorial Hospital 
Chicago, Illinois Chaivie Chicago, Illinois 
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Suburban Community Hospital 4 
Cleveland, Ohio . = Chicago, Illinois 


*Space permits mention of 1 NEW LOW PRICES 


only a few of the thousands | ON THE ORIGINAL 
of hospitals, large and small, 


who choose Flex-Straws FLEX-STRAW 


#& FLEX-STRAW is the original... . precision CONTACT YOUR 
corrugation ... unmatched flexibility... proved : 4 DI Ss TRIBUT Oo R 


best in a decade of drinking tube service. 


. CANADIAN DISTRIBUTOR: 
#& FLEX-STRAWS are disposable... bend to = Ingram & Bell, Ltd. 


any angle for greater patient comfort...can be i — roman ae! 
used for hot or cold liquids. innipeg, Calgary, Vancouve 


#& FLEX-STRAWS are safe... eliminate need for \ FLEX-STRAW CO., Int'l. 
sterilization ...danger of breakage. P.O. Box 431, Santa Monica, Calif. 


Name 





#& With all these advantages FLEX-STRAWS are 
money savers .. . original cost the only cost. Address 


City 
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hook meviews 


Medical man with a mission 


THE Epce or Tomorrow. Thomas A. 
Dooley, M.D., New York, Farrar, 
Straus and Cudahy, Inc., 1958. 208 
pp. $3.75. 


The importance of bringing good 
health care and medical aid to 
poverty-stricken people of the 
nations that could easily become 
communistic is dramatically pre- 
sented in this second eloquently 
written book by Thomas A. Doo- 
ley, M.D. His first book, Deliver 
Us From Evil, told his experiences 
as a Navy doctor in North Vietnam 
caring for diseased and mutilated 
Asians fleeing the Communists. In 


has a two-fold meaning to us, not 
only because he is furthering 
world health, but also because he 
is demonstrating that this is one 
of the best ways to change fear 
and hatred into friendship and un- 
derstanding. He drives home to us 
the powerful effect of medical aid 
on the hearts and souls of those 
who have known only witch doc- 
tors and ignorance in their battle 
for health. 

As Dr. Dooley writes, “This work 
of ours reassures me that the hu- 
man spirit can rise supreme. As 
long as men possess the gift of life, 


JACKET DECORATION for The Edge of Tomorrow shows the author in a Laos hospital. 


his second book, The Edge of To- 
morrow, he tells how, in the king- 
dom of Laos in Southeast Asia, five 
miles from the border of Red 
China, he and his young American 
corpsmen established a jungle hos- 
pital to heal the sick and show the 
natives democracy in action. 

Dr. Dooley’s courage seems un- 
limited. He has just returned to 
Laos after an operation for a mela- 
noma of the chest wall. After the 
operation, he undertook a man- 
killing tour of the country to raise 
funds for Medico, which sponsors 
his hospitals as well as other 
frontier hospitals throughout the 
world. 

His work, described in the book, 
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they can develop the feeling of 
oneness with other men. And all 
beings of blood and breath are 
brothers. It is evident here. We are 
here to help each other; this is our 
highest calling.” 

Both of Dr. Dooley’s books are 
written with feeling and vigor. 
They are of real interest to all 
Americans of good will, but of 
double interest to hospital people, 
who through their own work have 
kinship with his problems, his 
heartaches, and his satisfactions. 
—HENRY J. SCHERCK, vice presi- 
dent, A. S. Aloe Company, St. 
Louis, Mo., and chairman of Medi- 
co’s Medical-Surgical Equipment 
and Supply Committee. 


also: 
Credit and collection manual 


Credit and collection manual 


HOSPITAL CREDIT AND COLLECTION 
MANUAL. National Retail Credit 
Association. St. Louis, The Associ- 
ation, 1959. 62 pp. $2. 


This manual is the first to be 
written to supply a serious lack 
of material dealing with one of 
the major areas of financial man- 
agement in hospitals—credit and 
collection. It offers an_ intelli- 
gent presentation of programs that 
may be applied in hospitals of 
various sizes, although its greatest 
value should be realized among 
smaller hospitals. 


The manual is a valuable blend- 
ing of basic philosophy and prac- 
tical information. Leonard Berry, 
educational director of the National 
Retail Credit Association, who was 
responsible for the preparation of 
this manual, is an outstanding au- 
thority in all areas of consumer 
credit. He chose wisely in enlisting 
the assistance of Stephen O’Con- 
nor, business manager of St. 
Mary’s Hospital, East St. Louis, 
Ill., a top authority in the field of 
hospital credit and collections. 

It is amazing that a manual of 
only 62 pages could afford so broad 
and logically organized a treat- 
ment of the processes of handling 
new patients in hospitals. Hospi- 
tals would do well to use this text 
for training programs in admis- 
sions and in credit and collection. 

While the subject material has 
been dealt with admirably, 
greater value could be realized by 
expanding the manual to provide 
more specialized information. 
Brevity is a point emphasized here 
in discussing the manual, which 
should be considered an excellent 
primer. A textbook on credit man- 
agement should be the next goal of 
the National Retail Credit Associ- 
ation. Hospitals have a great need 
for material on this subject.— 
FRANK D. LAURAN, manager, credit 
and collections, Hospital Service 
Association of Western Pennsyl- 
vania, Pittsburgh. 
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Rules Named for Federal Plan Enrollment 


The Civil Service Commission has tentatively ap- 
proved the regulations which will govern the new 
federal employees’ health insurance program sched- 
uled to go into effect July 1. 

The commission will publish the proposed regula- 
tions in the Federal Register and then allow a 30- 
day period for comments from employee unions and 
other interested parties. These comments will then 
be considered by the commission, and any needed 
changes will be made in the regulations before final 
publication in the Federal Register. 

The proposed regulations announced by the com- 
mission call for an employee enrolled for himself 
only to pay $1.30 each biweekly pay period, an em- 
ployee enrolled for self and family to pay $3.12 and 
a female employee enrolled for self and a family 
which includes a nondependent husband to pay $4.42. 


Employees who select an alternate plan offering 
increased benefits will pay a higher premium, but 
the exact amount has not been announced by the 
commission. 

The proposed regulations contain a number of 
changes from an earlier version. The latest set of 
rules does not include a provision that insurance 
plans must not “discriminate” against such practi- 
tioners as naturopaths. Under the revised rules, in- 
surers would follow their ordinary practices in decid- 
ing whether or not to allow payment for treatment 
by such practitioners. 

The revised rules do not call for employees to be 
given an annual opportunity to change from one type 
of insurance plan to another. Previous regulations set 
aside a certain time each year during which em- 
ployees could switch plans, but the latest version 








Halpert-Weauer 


NECROPSY TABLES 


HEAVY 


HALPERT-WEAVER NECROPSY TABLES were designed GUAGE 
by a pathologist for use by pathologists. They are 
essentially trays with three-inch ledges and sloping 
bottoms with one and one-half inch pitch. The body 
rests on six removable stainless steel slats of graded 
height which permit water to flow under the body. 
The seamless stainless steel construction simplifies clean- 
ing and maintenance. The rounded pedestal on models 
100, 200, 300 and 400 contains electric and water 
connections and simplifies installation. Electrical out- 
lets are moisture protected. 

Concealed piping provides water to the rinsing header 
and spray nozzle. The rinse and suction hoses extend 
the full length of the table. Hot and cold water out- 
lets with mixer provide water for the sink at the foot FIVE 
of the table. The sink has a lever handle drain with 

connected overflow. A stainless steel instrument-dissect- te) *) 4 ey 
ing table with neoprene cork top is supplied. 

All tables available with hydraulic lift that raises and 

lowers table to desired working height. 

Write for further information on the other five models 

available. 


Industrial Metal Fiatures 


9997 HEMPSTEAD RD. HOUSTON, TEXAS 
Phone OVerland 6-3705 


STAINLESS 
STEEL 


PROFESSIONAL 
DESIGN 


QUALITY 
CONSTRUCTION 











The 
Massachusetts 


General Hospital 
1935-1955 


By NATHANIEL W. FAXON. A detailed 
account of the growth of a hospital—from 
one building in 1821 to fourteen major build- 
ings and many smaller ones at present. The 
author discusses the rapid development of 
research, the new role of the hospital in edu- 
cation, and all other organizational problems 
in a book that will prove interesting reading 
to all concerned with the operation of a 


major hospital. $10.00 


ARVARD 


UNIVERSITY PRESS 
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would give an employee only one opportunity to 
change—one year after he originally enrolled. 

Also modified was an earlier provision calling for 
retroactive readjustment of the basic insurance con- 
tracts. This readjustment would have been based on 
how the company fared under the contract. The new 
rules allow the commission to grant exceptions to this 
provision to service-type insurers such as Blue Cross 
and Group Health Insurance. 


Nursing Home Deficiencies Cited 


Wholesale deficiencies in the nation’s nursing homes 
were cited in a report of the Senate Subcommittee on 
Problems of the Aged and Aging. 

The subcommittee, headed by Sen. Pat McNamara 
(D-Mich.), based its conclusions on testimony heard 
last fall and on visits to homes in several cities. 

“The large majority of nursing homes,” the sub- 
committee said, “provides no more than bare custodial 
care, generally directed by untrained personnel, there- 
by consigning hundreds of thousands of patients to 
pitable vegetation.” The subcommittee found there 
exists in most homes a “storage-bin philosophy” 
which condemns patients to needless invalidism when 
they could be restored to active life. The subcommit- 
tee also noted patients seldom are under supervision 
of a doctor and receive inadequate recreational and 
physical therapy services. 

Buildings are substandard, the subcommittee con- 
tinued, and nursing home operators and employees 
often are not qualified for their jobs. 

But even the “most altruistic” nursing home pro- 
prietors find it impossible to provide proper services 
because of inadequate reimbursement, the subcom- 
mittee emphasized. A recent study, the subcommit- 
tee said, showed that a nursing home must charge 
about $200 a month to furnish an individual with 
adequate care. Few patients, it was stated, can afford 
that amount. 

The subcommittee has recommended that the De- 
partment of Health, Education, and Welfare develop 
minimum standards for nursing homes and that Con- 
gress consider adoption of a financial assistance pro- 
gram to homes meeting requirements. 


PHS Releases 1958 Mortality Data 


Heart disease, cancer, strokes and accidents ac- 
counted for 71 per cent of all deaths in 1958, accord- 
ing to final data on 1958 mortality released recently 
by the National Office of Vital Statistics of the Public 
Health Service. 

The 1,647,886 deaths in 1958 gave the nation a 
death rate of 9.5 per 1000 population, compared to a 
rate of 9.6 in 1957. 

The death rates for heart disease and cancer in 
1958 (367.9 and 146.9 per 100,000 population re- 
spectively) were slightly lower than the comparable 
rates in 1957, 369.6 and 148.7. The rate for vascular 
lesions remained approximately the same, at 110.1. 
The death rate for accidents, 52.3 per 100,000, was 
almost 7 per cent lower than the rate of 56 in 1957, 
with the percentage decrease being slightly lower for 
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motor-vehicle accidents than for all other forms of 
accidents. 

Chiefly as a result of the influenza epidemic of 
1957-1958, the toll of deaths from influenza and pneu- 
monia remained high in 1958—57,439 deaths, or a 
death rate of 33.2 per 100,000 population. The death 
rate for these conditions in 1958, the second highest 
in 10 years, was more than 7 per cent lower than the 
rate of 35.8 recorded in 1957. 


U.S., Russian Exchange Visits Proposed 
to Study Health 


The United States has proposed that American and 
Russian health scientists meet during 1960 and 1961 
for scientific discussions on a wide range of health 
matters. 

Some dozen Russian scientists have been invited to 
start the program off with a visit to this country. 
They would attend scientific meetings on cancer and 
heart disease. 

These meetings would be followed by visits here 
from Russian experts on other medical and health 
matters and by missions to Russia by American 
health personnel. If the Russians accept the U.S. 
proposals, the American missions would open in Octo- 
ber 1960, with a United States delegation on maternal 
and child care. 


Excessive Length of Stay Noted 
in VA Hospitals 


The Veterans of Foreign Wars has told Congress 
that excessive length of patient stay in Veterans Ad- 
ministration hospitals is preventing VA from giving 
needed hospital care to other veterans. 

Louis G. Feldmann, commander-in-chief of VFW, 
said a VFW study found that the average length of 
patient stay in VA hospitals was in excess of that in 
private hospitals. 

In testimony before the House Veterans Affairs 
Committee, Mr. Feldmann said that VFW desires ‘“‘to 
restrict to a minimum the use of existing Veterans 
Administration hospital beds for the care of aged and 
infirm veterans not in need of treatment for acute 
conditions.” 

He asked Congress to help reduce the duration of 
VA patient stays by establishing long-term care facil- 
ities. He urged that such facilities be constructed on 
available grounds of existing government hospitals. 
They could be operated at moderate cost with mini- 
mum professional staffs, he added. 

A second program recommended by VFW to lessen 
the length of patient stays was the extension of out- 
patient services to all veterans receiving disability 
pension payments. Mr. Feldmann maintained that re- 
duction of occupancy of hospital beds by this group 
of veterans would permit more patients in acute need 
of hospital care to be admitted to VA facilities. 

VFW advised the committee that it is greatly en- 
couraged by “the excellent progress” made in im- 
proving hospital care for veterans. It also hailed 
President Eisenhower’s recommendation for a 12- 
year program of renovation and replacement of VA 
hospital facilities. 
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personnel changes 


@ Kenneth C. Etcheson (see Sweet 
item). 


@ Willis H. Jenkins has been ap- 
pointed administrator of the Cop- 
per Basin General Hospital, Cop- 
perhill, Tenn. He is a graduate of 
the Georgia State College program 
in hospital administration. 


@ Leland J. Mamer has been appointed 
manager of plant and maintenance, 
Bellevue Hospital Center, New 
York City. He was for 10 years 
director of building at St. Luke’s 
Hospital, New York City, and 
earlier, chief engineer and con- 
sultant for modernization and new 
construction projects at Evanston 
(11l.) Hospital, Mr. Mamer is a 
graduate of the University of ILli- 
nois College of Engineering. 


@ Mother Marguerite de Jesus, D. W., 
has been named administrator and 
religious superior at St. Charles 
Hospital, Port Jefferson, L.I., N.Y. 
She succeeds Mother Yvonne, D.W., 
who has been named superior of 
Our Lady of Perpetual Help Con- 
vent in Miller Place, L.I., after 
serving at Port Jefferson for more 
than 50 years. Mother Marguerite’s 
previous administrative positions 
include those at Wharton Memo- 
rial Institute, where Mother 
Yvonne also served, and at Holy 
Family Hospital, Brooklyn. 


@ Peter Rogatz, M.D., has been ap- 
pointed associate director of Mon- 
tefiore Hospital, New York City. 
He was formerly associate director 
of the Hospital and Health Agencies 
Study for the Federation of Jewish 
Philanthropies of New York, and, 
previous to that, associate medical 
director of the Health Insurance 
Plan of Greater New York. Dr. 
Rogatz received his M.D. degree 
from Cornell University and a 
degree in public health from Col- 
umbia University. He is chairman 
of the public health committee of 
the Community Council of Greater 
New York. 


@ Charles F. Sebastian, M.D., has re- 
tired as superintendent of Central 
Receiving Hospital, Los Angeles, 
after 37 years of service at the 
city institution. He joined the hos- 
pital as assistant police surgeon 
after his graduation from Stanford 
University. 
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@ J. Edward Sweet Jr. has been ap- 
pointed assistant administrator of 
Huntington (N.Y.) Hospital. He 
succeeds Kenneth C. Etcheson who has 
become the administrator of Gra- 
ham Hospital, Canton, Ill. Mr. 
Sweet was formerly on the staff 
of the School of Public Health and 
Administrative Medicine, Colum- 
bia University. He is a graduate 
of that university’s program in 
hospital administration. 


Special Notes 


@ Frank B. Miller, business manager 
of St. Anthony Hospital, Hays, 
Kans., was honored at a testimoni- 
al dinner for his 30 years of serv- 
ice at the hospital..The hospital 
and the Congregation of St. Agnes 
presented him with a scroll and a 
short wave radio. 


@ Eugene D. Vodev, administrator of 
Uniontown (Pa.) Hospital, was 
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named by the Uniontown Junior 
Chamber of Commerce as the Man 
of the Month. He received this 
honor in recognition of the im- 
provements he introduced at the 
hospital which were of benefit to 
the entire community. He was 
noted for having made changes and 
innovations in the hospital’s aux- 
iliary, religious services, medical 
library facilities, school of nursing 
and intern program, and for being 
instrumental in establishing a 
mental health clinic at the hospital. 
He was also commended for having 
found “time and unlimited energy 


to devote to many community or- 
ganizations.” 


@ Woman's Medical College of Pennsyl- 
vania, Philadelphia, has received a 
certificate of merit for its safety 
record from the Pennsylvania 
Manufacturers Association Casu- 
alty Insurance Company. The 
award was presented to adminis- 
trator George A. Hay by PMA’s 
safety engineer who commended 
the college for achieving “one of 
the best safety records among the 
numerous hospitals insured by 
PMA throughout Pennsylvania in 





Ernest G. OSBORNE, PH.D., professor of education, Teachers College, Columbia 
University, announces the formation of the National Baby Care Council. 
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the entire five-year history of the 
insurance firm’s award program.” 
The hospital operated 931,203 man 
hours without a disabling injury. 


Deaths 


Bella Mintz, 85, founder of the 
Beth Israel Hospital, Denver, died 
on January 18. In 1917, Mrs. Mintz 
conceived the idea of the hospital 
and began efforts to raise funds. 
Construction of the hospital, which 
opened in 1923, was made possible 
after a donation of $50,000 was 
made in 1918. Mrs. Mintz’ interest 
and efforts on behalf of the hospi- 
tal continued until her death. 


Philip Montelepre, M.D., founder 
and director of Montelepre Memo- 
rial Hospital, New Orleans, died 
on December 14 at the age of 62. 
Dr. Montelepre began his general 
practice in New Orleans in 1926. 
During his professional career, he 
served on the New Orleans Board 
of Health, as assistant coroner of 
the Parish of Orleans, as medical 
examiner for the Louisiana State 
Athletic Commission and for the 
New Orleans Fire Department. 
During World War II, he received 
a citation from former President 
Harry S. Truman for his efforts as 
examiner for inductees. 


Howard F. Saviteer, 57, administra- 
tor of Meriden (Conn.) Hospital, 
died on December 26. Mr. Saviteer 
had been administrator of the hos- 
pital for 14 years, until he retired 
last September due to ill health. 
He had served in various capacities 
with the Connecticut Hospital As- 
sociation, and took part also in a 
number of civic activities. He was 
president of the Credit Bureau of 
Central Connecticut. 


Edward Lewis Turner, M.D., director 
of the American Medical Associa- 
tion Division of Scientific Activi- 
ties, died on February 4 in Evans- 
ton, Ill, at the age of 59. Dr. 
Turner once served as secretary of 
the AMA Council on Medical Edu- 
cation and Hospitals. A graduate of 
the Pennsylvania School of Medi- 
cine, Philadelphia, he was ap- 
pointed in 1945 the first dean of 
the University of Washington 
School of Medicine, Seattle, which 
he helped to organize. 

Dr. Turner also had served as 
director of the National Internship 
Matching Program and as consult- 
ant, in the education and training 
division, to the Office of the Sur- 
geon General, U.S. Army. 
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according to Controller W. T. Gill: ““Using Burroughs machines on 
the new ‘Columnar Plan,’ we get—in one fast, accurate operation—a 
complete, detailed statement with copies for patient, insurance 
company and our files. I’m most impressed with this 100% control 
of in-patient and out-patient records.” 
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AT 3RD ANNUAL CONGRESS— 





ACHA Focuses on The Employee 


The employee was the focal point of discussion at the Third Annual 
Congress on Administration presented by the American College of Hos- 
pital Administrators last month in Chicago. 

Good communication systems—treating employees as individuals— 
creating an atmosphere favorable to freedom and to creativity—need 


of a_ psychological approach in 
delegating authority: these mat- 
ters were among those considered 
at 20 management seminars held 
during the two-day congress. 

The importance of communica- 
tion and the methods for estab- 
lishing close contact with employ- 
ees came up during the discussions 
on performance _appraisal, labor 
union problems, management and 
the supervisor and problem-spot- 
ting. Speaking at a session on 
performance appraisal, Kenneth E. 
Richards, personnel research man- 
ager of United Air Lines, said that 
supervisors need to be taught to 
listen to employees in order to 
gain an understanding of their 
problems and help them solve 
them. This type of counseling— 
nondirective—requires a free and 
open climate in the organization, 
Mr. Richards said. 


CLOSE RELATIONSHIP NEEDED 


How an administrator may lose 
touch with his employees on a 
union’s entrance into a _ hospital 
was described by one participant 
in a session on considering the 
rights of employees. “If there is a 
grievance,” he said. “I don’t hear 
about it from the employee or 
other hospital personnel. I learn of 
it when I receive a call from a 
union agent, then have to discuss 
it in a meeting with union repre- 
sentatives.” 

Another administrator whose 
hospital has a contract with an 
affiliated union commented that 
employees find it difficult to ap- 
proach management and because 
of it some inequities go unobserved 
and uncorrected. But an employee 
finds it easy to unburden his griev- 
ances to a union representative, 
she pointed out. Asked for her 
reaction to the contract arrange- 
ment, she viewed the situation 
from the employees’ side and ex- 
pressed some sympathy to the 
union cause. A number of inequi- 
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ties had existed at her hospital, 
she said, and they might have gone 
uncorrected had it not been for the 
union’s entrance. 

The importance of adequate 
grievance procedures was empha- 
sized at a session on relationship 
of management and employee or- 
ganizations at which Milton Der- 
ber, Ph.D., professor of labor and 
industrial relations, University of 
Illinois, Champaign, spoke. 


NOT BENEFITS ALONE 


Benefits alone are not sufficient, 
Dr. Derber maintained. Mechan- 
isms through which employees can 
have a voice regarding working 
conditions are also important. Dr. 
Derber commented on the natural 
inclination of people in any field 
of endeavor to join in organiza- 
tions. Asked how a segment of in- 
dustry contrived to remain un- 
organized, Dr. Derber replied that 
the 25 per cent of manufacturing 
companies not yet unionized have 
achieved this by providing condi- 
tions and maintaining standards 
that are “one step ahead” of 
unionized establishments. He ap- 
peared inclined to consider union- 
ization of hospitals inevitable de- 
spite good personnel policies. 

A problem-spotting system for- 
mal enough to exclude gossip but 
informal enough to encourage easy 
communication was advocated by 
Max E. Gerfen, administrator, 
Sequoia Hospital, Redwood City, 
Calif. He was chairman of a semi- 
nar on locating problem situations. 


INFORMATION COMMITTEE 


Mr. Gerfen suggested locating in 
each department a person whose 
personality encouraged department 
members to confide their problems. 
These chosen persons, who would 
not necessarily be department 
heads, could then be enlisted as 
members of an information com- 
mittee, he said. This kind of infor- 


mation system brings indications 
of problem situations directly from 
the “action people” to the admin- 
istrator, according to Mr. Gerfen. 

Franklin Carr, administrator of 
Detroit Memorial Hospital, argued 
for a formal information system, 
saying it will produce the same 
information in a more orderly way. 
He blamed the seeming shortcom- 
ings of a formal system on its in- 
sutficient development. 

The importance of dealing with 
employees as individuals rather 
than material that management 
uses to achieve its ends was stressed 
in a discussion led by Edgar O. 
Mansfield, superintendent of White 
Cross Hospital, Columbus, Ohio. 
Panel members were of the opinion 
that a decline in the “individual” 
approach has made employees more 
receptive to union organizers. 

The word “freedom” was heard 
frequently during the discussion 
on the subordinate and his free- 
dom to act. Bennett E, Kline, Ph.D., 
vice president of Wabash College, 
Crawfordsville, Ind., was guest 
speaker. 

In an atmosphere of freedom, 
any normal human being will re- 
spond with some effort, Dr. Kline 
said, cautioning participants that 
authority to do a task is not syn- 
onymous with the feeling of free- 
dom on the part of the subordinate. 


FREEDOM: A PUZZLEMENT 


What freedom is, how to find 
out if it exists, and how to give it 
were the questions the panelists 
and attending administrators tried 
to answer. 

“How do you think we can solve 
this problem and how can I help 
you?” was the approach recom- 
mended to supervisors by Dr. 
Kline. Other approaches suggested 
included: 

@ Don’t tell people they have free- 
dom—find out if they do. 

@ Do not give freedom to every- 
one—only to those who will accept 
responsibility. 

@ We must know more about the 
employees we hire before we give 
them the freedom to act. 

®@ Do subordinates want freedom— 
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or, in other words, responsibility— 
or do they want protection? 
Communication and availability 
and exchange of information are 
essential for a creative atmosphere 
in an organization, Fred D. Ran- 
dall, assistant director of mer- 
chandising, Eli Lilly and Co., said 
at a seminar on motivating crea- 
tive administration. Other elements 
he gave were training, planning 
and control. Creative thinking and 
effort should be allowed to cross 
organizational lines for best re- 
sults, Mr. Randall suggested. 


DON’T EXPECT FINISHED PRODUCTS 


Those responsible for selecting 
and developing potential leaders 
should not expect to find finished 
products, a group discussing the 
problem of identifying leadership 
potential within the hospital 
agreed. Administrators should re- 
member that educating someone 
for a leadership position requires 
time and effort and patience. 


LINKS IN SUPERVISION 


All the links in the full chain of 
supervision were debated at the 
seminar on management and the 
supervisor. George Strauss, Ph.D., 
associate professor of industrial re- 
lations, University of Buffalo was 
guest speaker. Dr. Strauss sug- 
gested that supervisors use periodic 
meetings, such as training meet- 
ings, as a means for giving em- 
ployees identity. These meetings 
are good for personnel relations 
even if they don’t fulfill educa- 
tional functions. Other suggestions 
made during the seminar included: 
@ Using graduates in hospital ad- 
ministration as ward managers, a 
practice introduced in the J. Hillis 
Miller Health Center Teaching 
Hospital and Clinics, Gainesville, 
Fla. 

@® Giving less emphasis to the 
function of the nursing supervisor 
and more to that of the head nurse. 
Using nursing supervisors mainly 
for training head nurses, and giv- 
ing head nurses added authority. 
@ Having employees report to the 
person with whom they have the 
most contact, and reducing the size 
of department if necessary to per- 
mit such an arrangement by giving 
the supervisor more time. 

@ When faced with the alternative 
of choosing for a supervisor a very 
capable person with personality 
problems and another, less efficient 
one with good personality, select- 
ing the latter, because technical 
deficiency is usually easier to cor- 
rect. 
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DR. LEAVITT MR. SPENCER 

On leadership, the administra- 
tors were told: Every good leader 
is both formal and informal. He 
gets leadership from above (for- 
mal) and earns it from below 
(informal). 


HATCHING THE EGGHEAD 


Psychologists and human rela- 
tions specialists had the floor at 
three of the four general assem- 
blies of the congress. A talk en- 
titled, “Management Hatches the 
Egghead’’, was given by Harold J. 
Leavitt, Ph.D., professor of in- 
dustrial administration and psy- 
chology at Carnegie Institute of 
Technology. Dr. Leavitt was the 
recipient of the ACHA 1960 Hos- 
pital Administrator’s Award for 
his book, Managerial Psychology. 


The “egghead”, who in Dr. 
Leavitt’s definition is ‘“a highly 
educated professional problem 
solver’, will still have many fail- 
ures and will be ridiculed—but he 
is here to stay. Dr. Leavitt said, 
management will use what the 
egghead has to offer: techniques 
for programing previously un- 
programable brain tasks. The egg- 
head will absorb uncertainty and 
decrease management’s dependence 
on other people. The trend will be 
away from the social manager, to 
whom human relations are the key 
problem, and toward the analytic 
manager, who concerns himself 
with the content of the problem 
but who is unconcerned with hu- 
man interaction, Dr. Leavitt pre- 
dicted. 

An argument for psychological 
testing was presented at the con- 
gress by Lyle M. Spencer, presi- 
dent of Science Research Associ- 
ates Inc., Chicago. He admitted the 
fallibility of the tests, maintaining, 
however, that “properly under- 
stood and properly used, tests offer 
a potent aid in the selection, guid- 
ance, or placement of men and 
women.... They are more useful 
than any other selection technique 
alone...” s 





AT 56TH ANNUAL CONGRESS IN C “‘CAGO— 





Effect of Teaching Hospital Environment 
On Patient Viewed by Medical Educators 


The role of the patient in medical education, education of practicing 
physicians, and re-education of foreign graduates were among subjects 
discussed at the 56th Annual Congress on Medical Education and 
Licensure held last month in Chicago. 

Approximately 1200 medical educators, hospital administrators, govern- 


ment officials and practicing physi- 
cians were in attendance at the 
congress, which was sponsored by 
the American Medical Association 
Council on Medical Education and 
Hospitals, the Advisory Board for 
Medical Specialties and the Feder- 
ation of State Medical Boards of 
the United States. 

There is no question about the 
advantages of being a patient in a 
teaching hospital; however, it is 
debatable whether this environ- 
ment is as good as could be, said 
Guy Hayes, M.D., assistant director 
of the Division of Medical and 
Natural Sciences, The Rockefeller 
Foundation, at one of the opening 
sessions of the congress. 

Dr. Hayes approached the two 
chief characteristics of a teaching 
hospital—ward rounds and diag- 
nostic procedures—from the pa- 





tient’s viewpoint. Daily rounds, he 
said, constitute one of the most 
valuable teaching devices, but 
studies show that they can be 
traumatic for the patient. 
However, despite the trauma 
factor, ward rounds have for the 
most part a good rather than bad 
effect on patients, according to Dr. 
Hayes. The majority enjoy being 
the center of the stage and are 
comforted by the thought that a 
whole group of physicians are 
focusing on their problems. 


GRAND ROUNDS RULES 


A few general rules should be 
observed with respect to grand 
rounds, according to studies, Dr 
Hayes reported. 

1. The attending physician 
should be briefed about certain 
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patients so that he might guide 
the student through any treacher- 
ous shoals during the presentation 
of the case. 

2. Many details of personal and 
social history are best not dis- 
cussed at the bedside. 

3. As soon as possible, the house 
staff member should return to the 
bedside to answer the patient’s 
questions. 

4. Bedside discussion of the pros 
and cons of various procedures has 
no merit; it may be harmful and 
should be avoided. 

Speaking of diagnostic practices, 
Dr. Hayes said there is a danger in 
a teaching hospital that the learners 
forget the patient in their scientific 
zeal and quest for knowledge. Pa- 
tients do not tolerate well closely 
grouped procedures, and there is 
a tendency in a teaching hospital 
to recommend diagnostic proce- 
dures that are not definitely neces- 
sary. “What I criticize is not the 
sound use of laboratory tests but 
their occasional abuse by either the 
scientist lacking compassion or the 
humanist lacking science,’’ Dr. 
Hayes said. 

The reduction of that proportion 
of a person’s life spent as a patiert 
was presented as the foremost goal 
of patient care by Leo W. Simmons, 
Ph.D., executive officer, Institute 
of Research and Service in Nursing 
Education, Teachers College, Co- 
lumbia University. 


BEST TEAM ARRANGEMENTS 


Dr. Simmons then considered 
the best “team” arrangements for 
patient care. The small, close-knit 
group of doctor-nurse-patient is 
probably a good working unit 
tor care in acute stage. “However, 
we have expanded the concept of 
care to preventive and rehabilita- 
tive provisions, and for these 
phases of care the small working 
unit is inadequate,’ Dr. Simmons 
said. New alignments have upset 
the old team concept where the 
physician was always chief, he 
maintained, and now the profes- 
sional person best qualified to as- 
sume leadership of the team in 
different phases of the process be- 
comes the logical chief for that 
part of the time, he observed. 

Dr. Simmons called for redefini- 
tion of the traditional concepts of 
interprofessional relationships for 
better patient care, saying there is 
a vital need for such redefinition 
in view of the new concept of care. 

An educational program for 
practicing physicians at a 100-bed 
hospital was described at the con- 
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gress by George J. Robertson, 
M.D., of Thayer Hospital, Water- 
ville, Maine. 

The hospital first inaugurated 
weekly staff meetings with com- 
pulsory attendance. The medical 
director selects approximately 10 
cases for presentation at these 
meetings, and the program is posted 
on the bulletin board. Because of 
the success of the weekly discus- 
sions, a second and then a third 
weekly meeting evolved, Dr. Rob- 
ertson said. The additional meet- 
ings have voluntary participation 


and are held at lunch, lasting one 
hour. In addition, the hospital 
holds clinical pathological confer- 
ences attended by guest partici- 
pants from various parts of the 
state. 

Dr. Robertson, who is chairman 
of the postgraduate education com- 
mittee of the hospital, reported that 
this educational program resulted 
in (1) general improvement in the 
work-up and the records on all 
hospital cases; (2) close contact 
among all staff members, with 
recognition of individual skills and 








There is more 


to Fund-Raising 


than Raising Funds 


When a hospital must raise money for new or 
expanded facilities, those in charge face the 
problem of raising the funds in a manner that 
will not endanger the hospital’s standing and 
respect in the community. 

The solution is to utilize the services of an 
experienced, reputable fund-raising firm. One 
that has proven many times through the years 
that it can achieve maximum financial support 
and, at the same time, build lasting good will 
and a larger, more interested constituency. 

More than 80% of the appeals conducted by 
Ward, Dreshman & Reinhardt are “repeat” en- 
deavors for clients wholly satisfied on previous 
appeals. This firm has convincingly demon- 
strated in over 400 hospital campaigns directed 
during the past half century that there is more 
to fund-raising than raising funds. Your hospi- 
tal need not settle for less. 


Consultation without cost or obligation 


First in Fund Raising 
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BUREAU OF HOSPITAL FINANCE 


30 Rockefeller Plaza 


New York 20, N. Y. 


Telephone Circle 6-1560 


CHARTER MEMBER, THE AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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SILCO 


space saver 
refrigerator 


PRECISION ENGINEERED 
FOR SO MANY 
HOSPITAL USES! 


The SILCO self-contained “Space Saver’ is 
quality constructed of stainless steel exterior 
and interior, and engineered to assure the most 
dependable refrigeration day after day . . 
year after year. 

Because this modern refrigeration achievement 
requires only 4 sq. ft. of floor space, fits under 
all counters, and operates by simply plugging 
into any standard electrical outlet, it is perfect 
for use in small wards, floor pantries, nurses’ 
stations, diet kitchens — wherever dependable 
refrigeration is required in a minimum space. 


MODEL SS-4SC 


All “Space Savers” are equipped with lock and 
key and ice cube makers .. . and are available 
with either adjustable shelves for refrigeration 
storage, sliding biological drawers, or cold 
plates for immediate freezing and storing of 
bone specimens, pharmaceuticals, biologicals 
formulas, etc. 


ASK YOUR DEALER OR WRITE 
FOR THE COMPLETE SILCO 
CATALOG OF REFRIGERATORS 
AND FREEZERS FOR EVERY 
HOSPITAL NEED. 


SILVER 


REFRIGERATION MFG. CORP 


1469 UTICA AVENUE 
BROOKLYN 34, WN. Y. 





utilization of these skills in con- 
sultation; (3) broadening of out- 
look and widening of knowledge 
through listening to the problems 
of other specialists, and (4) “a 
strongly-cemented staff without 
cliques or real animosities’”’ as an 
over-all benefit. 


FOREIGN GRADUATES 


Problems with foreign applicants 
and the means of solving them 
were discussed by John M. Weir, 
M.D., associate director of the 
Division of Medical and Natural 
Sciences, The Rockefeller Founda- 
tion. 

Dr. Weir urged the establish- 
ment of a new model for intensive 
re-education. In essence, foreign 
applicants, if they are to use mod- 
ern clinical tools competently, need 
retraining or refreshing in the 
fundamentals of biochemistry, 
physiology, and related fields of 
mathematics, chemistry and phys- 
ics, he said. They must be oriented 
to United States practices in ex- 
amination and diagnosis of patients 
in a hospital setting, and also 
geared to a level of responsibility 
for patient care which will permit 
them to function effectively as 
resident house officers. 

Dr. Weir cited two examples of 


such training—a review course at 
Tulane University, New Orleans, 
and an orientation course at Cor- 
nell University Medical College. 
However, he said, the solution to 
the problem of evaluating and ori- 
enting several thousand young for- 
eign physicians is not clear. He 
said the examination and certifica- 
tion program of the Educational 
Council for Foreign Medical 
Graduates gives assurance of a 
reasonable measure of technical 
knowledge, but it does not assess 
the student’s capacity to .manage 
patients. 

“T would suggest that hospitals, 
either alone or in groups, will have 
to take the ultimate step of pro- 
viding training through clerkships 
under supervision, combined with 
review of basic science along lines 
adopted by Cornell, before assign- 
ment of foreign medical graduates 
as house officers,” Dr. Weir said. 

Edwin L. Crosby, M.D., execu- 
tive vice president and director of 
the American Hospital Association, 
was elected president of the Ad- 
visory Board for Medical Special- 
ties during the congress. The 
advisory board, in addition to 
representatives of all specialty 
boards, includes representation 
from allied fields. a 





Area Limits Removed for Illinois Plans 


Blue Cross Plans in Illinois are now free to sell contracts in any 
county of the state, regardless of another Plan’s operation in that county. 
This practice, a reversal of former methods, was approved recently by 
way of an Illinois Supreme Court opinion which held unconstitutional 
the provision in the Blue Cross enabling statute which prohibited a hos- 


pital service plan form operating 
in any county in Illinois unless it 
had contracts with hospitals operat- 
ing at least 30 per cent of the gen- 
eral hospital beds which normally 
served the residents in a county. 

The invalidated Section 14 of the 
Non-Profit Hospital Service Plan 
Act was added to the original legis- 
lation by a 1947 amendment. IIli- 
nois Hospital Service, Inc., the 
Rockford Plan, brought suit to test 
the validity of this prohibition. 
Illinois Hospital Service, Inc. v. 
Gerber, (Ill. Sup. Ct., decided Jan. 
22, 1960). 

The Rockford Plan had found it- 
self restricted to doing business in 
only a fraction of the state’s coun- 
ties. The trial court found Section 
14 to contradict the state constitu- 
tion, and the Illinois Supreme Court 
agreed. 

The court was influenced by the 
fact that control over the economic 
life of hospital service plans, was 





in the hospital as a result of Sec- 
tion 14. This does not serve any 
public purpose, the jurists declared. 
The public is not protected by plac- 
ing the control of service plans in 
private hands (the hospitals), the 
court held. Since the state director 
of insurance has powers of visita- 
tion and examination, and the fi- 
nancial practices of hospital serv- 
ice plans are closely supervised by 
him, there is no proper purpose 
served by Section 14, the court 
stated. It added as explanation: 
“So far as the statute is con- 
cerned, a single hospital or group 
of hospitals may be motivated by 
caprice or by self-interest. A de- 
cision that puts a hospital service 
plan out of business is not required 
to be related in any way to the in- 
terests of subscribers to hospital 
service plans, whose interests may 
—or may not—coincide with those 
of the hospital.” * 
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New York Hospitals in Red; 
Ask Higher City Payments 


Because of inadequate reim- 
bursements by the city, 15 volun- 
tary New York hospitals are in 
such financial difficulties that they 
may have to close. They and seven 
others cannot pay their bills. 

This announcement was made 
recently by Francis Kernan, presi- 
dent of New York Hospital, speak- 
ing at a city-wide meeting of the 
United Hospital Fund. 

Inadequate payments from the 
city for welfare patients are re- 
sponsible for the hospitals’ deficits, 
according to Mr. Kernan, who said 
many hospitals would have to close 
unless the city “faces up to its 
responsibility”. 

A special report of the Hospital 
Trustees Committee, which had 
been submitted to New York’s 
Mayor Robert F. Wagner on Janu- 
ary 11, was also discussed at the 
meeting. 

The report pointed to discrep- 
ancies between the amounts re- 
ceived by voluntary hospitals in 
reimbursements and the charges 
made by the city for care in muni- 
cipal hospitals. The report also 
proposed a new method of pay- 
ment by the city for welfare pa- 
tients. 

The figures quoted in the report, 
comparing reimbursements to vol- 
untary hospitals and city hospital 
daily charges, were as follows: 

e For surgical and medical pa- 
tients—reimbursement, $20; city 
hospital charge, $30. 

e For tuberculous patients—reim- 
bursement, $10; city hospital 
charge, $20. 

e For children under five years— 
reimbursement, $9; city hospital 
charge to family, $28. 

The report commented that until 
last July, the city paid voluntary 
hospitals only $16 a day for sur- 
gical and medical patients. A fur- 
ther increase promised for this 
year, which would bring the figure 
up to $22, would be quite inade- 
quate, the trustees committee 
maintained. 

Instead, it proposed an adjust- 
ment in reimbursements for three 
classifications of hospitals: 

For medical centers offering the 
widest range of services: 100 per 
cent of the cost of care in munici- 
pal hospitals. 

For nonaffiliated “regional” hos- 
pitals with outpatient and emer- 
gency services: 90 per cent of cost. 

For community hospitals with- 
out outpatient or emergency de- 
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partments: 80 per cent of cost. 
Voluntary hospitals in New York 
now care for approximately 44 per 
cent of ward patients and well 
over half of the outpatients. The 
losses in wards and clinics amount 
to approximately $22 million an- 
nually, the report stated. LJ 


AHA Names Sam White 
to Purchasing Committee 


The appointment of Samuel 
White Jr. as secretary to the Com- 
mittee on Purchasing, Simplifica- 
tion and Stand- 
ardization of the 
American Hos- 
pital Association 
has been an- 
nounced by Ed- 
win L. Crosby, 
M.D., the As- 
sociation’s di- 
rector. 

Mr. White 
came to AHA 
from New Al- 
bany, Ind., where he was for two 
and a half years administrator of 
Memorial Hospital of Floyd Coun- 
ty. He had previously been admin- 
istrator of Children’s Hospital of 
Toledo (Ohio). Mr. White holds a 
master’s degree in hospital ad- 
ministration from Washington 
University, St. Louis. 


MR. WHITE 


Hospital association meetings 


(Continued from page 6) 


ministration, Seattle (New Washing- 
ton Hotel) 

23-27 Dietary Department Administration, 
Washington, D.C. (Willard Hotel) 

26-27 Tennessee Hospital Association, Mem- 
phis (Peabody Hotel) 

30-June 2 Catholic Hospital Association, 
Milwaukee (Auditorium) 


JUNE 


Food Purchasing, Chicago (AHA 
Headquarters) 

Maine Hospital Association, Rockland 
(Samoset Hotel) 

North Carolina Hospital Association, 
Fort Bragg 

American Society of X-Ray Techni- 
cians, Cincinnati (Netherland Hilton 
Hotel) 

Advanced Personnel Administration, 
Chicago (AHA Headquarters) 
American Medical Association, Miami 
Beach (Miami Beach Hall) 

Michigan Hospital Association, Tra- 
verse City (Park Place Hotel) 
American Society of Medical Tech- 
nologists, Atlantic City (Hotel Am- 
bassador) 

Mississippi Hospital Association, Bil- 
oxi (Buena Vista Hotel) 

Basic Hospital Pharmacy, Columbus 
(Ohio State University) 

Dietary Department Administration, 
San Francisco (Whitcomb Hotel) 


26-July 2 American Physical Therapy As- 
sociation, Pittsburgh (Penn-Sheraton 
Hotel) 

27-29 Comite des Hopitaux du Quebec, 
Quebec City (Provincial Exhibition 
Grounds) 

29-July 1 Nursing Home Administration, 
Chicago (AHA Headquarters) 


JULY 


Methods Improvement, Omaha (Shera- 
ton-Fontenelle Hotel) 

Hospital Engineering, Los Angeles 
(Biltmore Hotel) 


AUGUST 


Safety and Insurance, Denver (Cos- 
mopolitan Hotel) 
Basic Hospital Pharmacy, Minneap- 
olis (University of Minnesota) 
American Society of Hospital Phar- 
macists, Washington, D.C. (Shoreham 
and Sheraton-Park Hotels) 
American Pharmaceutical Associa- 
tion, Washington, D.C. (Shoreham 
and Sheraton-Park Hotels) 
National Association of Boards of 
Pharmacy, Washington, D.C. (Shore- 
ham and Sheraton-Park Hotels) 
American Association of Blood Banks, 
San Francisco (Jack Tar Hotel) 
American Association for Hospital 
Planning, San Francisco (Federal 
Building and Sir Francis Drake Hotel) 
27 American Association of Hospital Con- 

sultants, San Francisco 

29-Sept. | American Association of Nurse 
Anesthetists, San Francisco (Civic 
Auditorium and Sheraton-Palace) 
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Financing hospital 
capital requirements 
(Continued from page 32) 


tlement of the steel strike, any 
change in rediscount rate and 
prime rates, and government policy 
are factors that ought to deter any- 
one from making predictions. 

Naturally, in a tight market the 
method and cost of distribution of 
hospital issues becomes difficult 
and more costly than was the case 
in easier financial circumstances. 
But there is still adequate money 
to be had if a loan is sound and 
if the rate of interest and terms 
are reasonably competitive. Cer- 
tainly experience shows that hos- 
pital loans as a class are ade- 
quately sound. 


IMPORTANCE OF SERVICE 


There is much involved in a 
hospital loan besides the mere fur- 
nishing of money. Since the under- 
writer has nothing to sell but 
service, the borrower is entitled 
to know that the underwriter or 
the lender is a specialist in the 
field, is experienced and competent. 

These qualities of service in- 
volve, first of all, setting up the 
loan so that it will best serve the 
interests of the borrower and fore- 
stall the likelihood of default. 
What is safe and feasible for the 
borrower in the long run is best 
for the investor. Professional serv- 
ice must continue all during the 
term of a loan, until the loan has 
been finally liquidated and paid 
back. 

Most of the defaults, litigation 
and hospital bankruptcies in the 
1930’s were in substantial part the 
result of incompetence, lack of 
vision, and lack of experience 
on the part of underwriters and 
lenders. Hundreds of cases of liti- 
gation need not have taken place. 
Of all financial problems that our 
company was asked to straighten 
out for hospitals in depression and 
postdepression days, there wasn’t 
a single case of foreclosure, bank- 
ruptcy, or litigation that could not 
have been avoided or at least miti- 
gated by a competent, understand- 
ing lender. 

Money for capital financing of 
hospital needs should be borrowed 
wisely. It doesn’t pay to try to 
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beat the law of compensation, the 
law of averages or the experience 
of history. There are funds availa- 
ble for sound projects and on 
sound bases. s 


The postnatal infection 


survey ... early warning 


of nursery danger 
(Continued from page 39) 


the breast abscess found in April, 
and the one pyoderma case re- 
ported in May. The time of onset 
of both these cases made us strong- 
ly suspect that the infections had 
originated in the hospital. The trail 
ends there; the phage-testing of 
organisms from those two lesions 
do not point to our 16 carriers of 
positive coagulase staphylococci. 


CONCLUSIONS 


This brief survey has given us 
a figure on the incidence of post- 
natal infections at our hospital. 
The incidence, which is subject to 
change momentarily, is now 2/228, 
or .88 per cent. This figure is of 
course purely local in scope; it is 
our own local “normal”. However, 
we shall become alerted to any 
deviation from our normal figure. 
And that will enable us, at the 
earliest possible moment, to detect 
any failure in nursery techniques 
with clinical manifestations fol- 
lowing discharge of the baby. 

At the end of the year we will 
have the same, or another per- 
centage, but we realize that we 
shall never know if that is the irre- 
ducible minimum until other hos- 
pitals keep similar figures. We as 
one lone hospital will never find 
a universally acceptable normal 
for an incidence of postnatal infec- 
tion; but thanks to our visiting 
nurse associations, we shall know 
when our nursery is colonized with 
staphylococci long before it reaches 
the stage of one per cent pustular 
skin lesions on the babies in the 
nursery. . 
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Industrial engineering 
in the hospital 
(Continued from page 42) 


5. The industrial engineer must 
be supervised by management if 
the program is to succeed, While 
the administrator cannot be ex- 
pected to know the technical con- 
tent of the staff specialist’s work, 
he must discharge his responsi- 
bilities for goal-setting, review 
and evaluation. 

6. Finally, we have become aware 
recently of a shift in emphasis 
from the level of departmental 
studies to more broadly gauged 
concepts of management engi- 
neering in the hospital. We rec- 
ognize the need to evolve better 
standards of work performance 
and of controls to maintain these 
standards. We wonder whether 
different patterns of organization 
for work are possible in many 
segments of the hospital organism. 
We have concluded that some 
studies should be a “‘team” effort, 
calling on general administration, 
medicine, nursing, sociology, cost 
accounting and other disciplines, 
as well as on industrial engineer- 
ing. We believe that application of 
these ideas will add considerable 
depth to the basic objective of a 
higher quality of care at lower 
cost. 

To these specific conclusions 
may be added some general ob- 
servations. The principles of in- 
dustrial engineering, the study of 
methods and the management of 
work, are valid for the hospital. 
They can be applied to nonrepeti- 
tive as well as repetitive tasks. 
Like the cost analysis, the study 
of work is a valuable tool of man- 
agement. It is effective only if 
management understands its value 
and supports its execution. The in- 
dustrial engineer can only recom- 
mend; the implementation of his 
findings is a responsibility of man- 
agement. In the hospital field this 
means the office of the administra- 
tor. Ld 

REFERENCE 


1. Cohen, K. P., Scientific approach 
solves laundry problem. Mod. Hosp., 
87:126 July 1956. 


93 





FOR SALE 


INSURANCE REPORT FORMS: Recom- 
mended by Health Insurance Council of 
American Hospital Association. Includes 
attending physician’s statements, etc.; 
H.LC. form numbers GD-1, GDS-1, GS-1, 
ID-1, IDS-1, and IPHS-1. Write for samples 
and prices from The Steck Company, Box 
16, Austin 61, Texas. 








DISASTER TAGS: Triplicate snap-out 
tags or single tagboard tags strung with 
24” string and printed with treatment and 
disposition record. Available with or with- 
out your hospital name. Write for sam- 
ples and prices from The Steck Company, 
Box 16, Austin 61, Texas. 


POSITIONS OPEN 


HOSPITAL ADMINISTRATOR 
ASSISTANT DIRECTOR 


To assist in directing non-medical func- 
tions at large general hospital in Philadel- 
phia. Master’s degree in hospital 
administration plus two years experience 
in hospital administration, one year of 
which must have been in administrative 
capacity in large institution. Start $7701 
per year, regular increases, promotional 
opportunity, liberal fringe benefits. Mail 
resume R. L. Thayer, 975 City Hall, Phil- 
adelphia 7, Pa. 











REGISTERED MEDICAL RECORD LI- 
BRARIANS: Positions in two of ten gen- 
eral hospitals located in eastern Kentucky, 
southwestern Virginia, and southern West 
Virginia, operating on a regional pattern. 
One position can be filled by a recent 
graduate, other position requires 5 years 
experience for consultative duty to com- 
munity hospitals in region. Salary $4860 
and $5340 per annum. 40 hour week, 7 paid 
holidays, 4 weeks vacation, Social Security, 
employee health and increment program. 
WRITE: Miners Memorial Hospital Associ- 
ation, Box 61, Williamson, West Virginia. 


CLASSAFIEDY FF 


OPERATING ROOM COORDINATOR: For 
500 bed General Hospital. Average of 800 
operations per month. Has supervisor to 
assist with service responsibilities, and 
clinical instructor to assist with student 
teaching. S. degree with experience 
desired. B.S. degree with broad experi- 
ence will be considered. Salary commen- 
surate with education and experience. 
Apply Director of Nursing, Allentown Hos- 
pital, Allentown, Pennsylvania. 





ASSOCIATE DIRECTOR OF NURSING: 
416 bed—65 bassinet general hospital. All 
services. School of Nursing, Intern and 
Resident Program. Masters degree pre- 
ferred. Salary open, based on preparation 
and experience. Expenses paid for per- 
sonal interview. Forward detailed resume 
of training and experience to Mrs. Phyllis 
Loucks, Director of Nursing, Butterworth 
Hospital, Grand Rapids 3, Michigan. 





DIETITIANS: Immediate openings 1965 bed 
N.P. Hospital 38 miles north of New York 
City. Starting salary $4980, 40 hour week. 
Liberal paid vacation and sick leave bene- 
fits. Reasonably priced quarters available. 
Hospital experience or completion dietetic 
internship required. Apply Chief, Person- 
~ elena VA Hospital, Montrose, New 
ork. 





NURSE ANESTHETISTS: for 220 bed com- 
munity hospital. Working with private 
group. Two full time M.D.’s, four Nurses, 
all Agents & Techniques. Modernization 
program going on. Two and one-half hours 
from Boston & New York. Write G. J. 
Carroll, M.D. William W. Backus Hospi- 
tal, Norwich, Connecticut. 





ASSISTANT MEDICAL RECORD LIBRAR- 
IAN: 670 bed general hospital with large 
Out Patient Service. I.B.M., Terminal Digit 
and Soundex Procedures. Opportunity to 
supervise large staff. Liberal personnel poli- 
cies. Apply Personnel Director, Harper 
Hospital, Detroit. Michigan. 





DIETITIAN-TEACHING: To teach nutri- 
tion and diet therapy in three-year inte- 
grated program, 180-200 students. Member 
of A.D.A. and teaching experience re- 
quired. Part-time assistance by present 
instructor until her retirement in June 
1961. Salary commensurate with educa- 
tion and experience. Apply Director of 
Nursing, Allentown Hospital, Allentown, 
Pennsylvania. 





BACTERIOLOGIST: Laboratory Techni- 
cian; ASCP preferred; Bacteriology experi- 
ence essential; good salary; new labora- 
tory. Apply to W. S. Leedale, Personnel 
Officer, Lake County Memorial Hospital, 
Painesville, Ohio. 





DIETITIANS: Administrative ADA mem- 
ber for 276 bed hospital. Well equipped 
Dietary Department. 40 hour week; 4 
weeks vacation and other benefits. Salary 
open. ALSO Floor Service Dietitian: Ther- 
apeutic and administrative duties with 
same benefits. Apply Director of Dietetics, 
New England Baptist Hospital, 91 Parker 
Hill Avenue, Boston 20, Massachusetts. 





NURSE ANESTHETIST: for 200-bed fully 
accredited general hospital in Baltimore— 
expansion program now going on—attrac- 
tive salary arrangements. Liberal fringe 
benefits of holiday, sick leave, and vaca- 
tion. Address HOSPITALS, Box J-70. 





CHIEF DIETITIAN: 245 bed—general ac- 
credited hospital, featuring ultra modern 
kitchen—Mealpack equipment. Progressive 
policies. Excellent Salary. Write James G. 
Carr, Jr., Administrator, Memorial Hospi- 
tal, Casper, Wyoming. 





NURSING SUPERVISOR at Algoma Ye- 
morial Hospital. Forty-six beds. Salary de- 
pendent upon qualifications and experi- 
ence. Degree not necessary. Apply to 
Walter Hendricks, Administrator, 1510 Fre- 
mont Street, Algoma, Wisconsin. Tele- 
phone Hunter 717-5511. 





GENERAL DUTY R.N.’s: Minimum basic 
Salary well over $300.00 month. Will give 
aid with baby-sitting problem. Free health 
insurance, including family. Write Adm., 
Hospital, St. Croix Falls, Wisconsin. 


94 





DIETITIAN: ADA member, Therapeutic 
or Administrative, for 325 bed hospital in 
western suburb 16 miles west of Chicago’s 
loop. Well equipped Dietary Department. 
Regular hours. 1 month vacation and other 
liberal benefits. Salary commensurate with 
ability. Apply Miss M. » hoeneich, 
Chief Dietitian, Memorial Hospital, Elm- 
hurst, Illinois. 





NURSE ANESTHETISTS: to complete staff 
of three for 85-adult bed hospital. Situated 
midway on Pennsylvania rnpike be- 
tween Pittsburgh and Harrisburg. Famous 
Resort Area. Salary open, liberal person- 
nel policies—Apply iss M. Valigorsky, 
C.R.N.A., Memorial Hospital of Bedford 
County or telephone Collect—Bedford 655. 





REGISTERED PHARMACIST for 60 bed 
general hospital in S. W. Colorado. Apply 
to Harry Clark, Adm. Southwest Memorial 
Hospital, Cortez, Colorado. 





Information about 
QUALIFIED NURSE PERSONNEL 
is available from the 
American Nurses’ Association 
PROFESSIONAL COUNSELING & 


PLACEMENT SERVICE 
10 Columbus Circle 
New York 19, N. Y. 





DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, I. 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical Therapists, Occupational Thera- 
ists .. . Engineers, Plant Superintendents, 
harmacists, Medical Record Librarians, 
Anesthetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technologists, wre! Technicians, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 





DIRECTOR OF NURSING SERVICE at La 
Crosse Lutheran Hospital. 250 bed. Excel- 
lent salary and other benefits. Degree in 
nursing service desired. Apply to Stanley 
L. Sims, Administrator, 1910 South Avenue, 
La Crosse, Wisconsin. 





TRAINING DIETITIAN: 500-bed TB Hos- 
pital,, 35 miles north of Pittsburgh, Pa. 
Career Civil Service with vacation, sick 
leave, retirement & other fringe benefits. 
Salary $5985 to $6885. Contact Chief, Per- 
sonnel Division, VA Hospital, Butler, Pa. 
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RAndolph 6-5682 


ADMINISTRATION: (a) Medical: Dir 
Grad Med Educ; 525 bd, genl, vol, full ap- 
prvd hsp; excl sal; may also have priv 
consultation & rsrch wk; lge city w/excl 
med coll, SE. (b) 75 bd, genl county- 
operated hsp; $7200-$9000; sml res twn nr 
univ med centr; Mid So. (c) Fairly lge, 
JCAH, vol, genl hsp w/plans completed 
to add 60 bds; able adm, pref w/bldg ex- 
per; twn 60,000 on ocean; Calif. (d) 5 yr 
old, genl hsp, expnd’g to 150 bds; mod, 
very complete facils; air-cond, piped oxy- 
gen, etc; sal open; So. Calif. (e) Univ- 
affild, fully-apprvd, children’s hsp over 175 
bds; coop Bd; while RN w/good adm ex- 
per pref’d, will consider man; degree not 
essential; lge city, on water, W-coast. (f) 
New genl hsp; $18,000; $20,000 home; car; 
Bay area, Calif. (g) Asst Med Dir; very 
lge, full-apprvd gen tchg hsp; req’s min, 
l-yr appvrd internship, 1 yr, adm exper; 
to $12,000; vic NYC. (h) Asst Adm; 400 bd, 
genl vol, hsp; city 70,000, Central. (i) Asst; 
acctng backgrnd; 130 bd, JCAH, genl hsp; 
about $6,000; 1 hr to Chgo. (j) Asst; full 
chge all plant services; backgrnd, engi- 
neerg, purchg helpful; med schl affild, 
JCAH, genl hsp; to $10,000; Calif. 


ADMINISTRATIVE POSTS: (k) Account- 
ant; lge, gen hsp; coll twn 30,000; So. Wisc, 
not too far from Chgo. (1) Adm Asst; univ 
med centr, 350 bd hsp; req’s degree in bus 
or related field; report to Bus Mgr; over 
$6,000; Calif. (m) Bus Mgr-Accnt; new 
NCR machine; fairly lge, gen, corp hsp; 
Chgo. (n) Purch Agent; full-apprvd, vol 
gen hsp increasg to 450 bds; full chge, dept 
presently staffed by 3 assts; sal open; reqs 
male under 40 w/hsp purchg exper; coll 
city, 50,000; impor hith, tourist, summer- 
winter resort area; 


DIRECTOR OF NURSES: (0) Pref MS., 
300 bd, gen hsp to be completed spring, 
1961, will empl sooner for consult wk if 
desired; probable coll affil for 2 yr nursg 
prog; ideal loca, San Francisco Bay area. 
(p) B.S., M.S. to hd nursg serv, fully ap- 
prvd rehab hsp, superior facil, equip; to 
$7500 or more; MW. 


EDUCATIONAL DIRECTORS: (q) Req’s 
MS nursg ed, dir student body 150; fully 
apprvd 500 bd gen hsp; Ige city, So. (r) 
Coll affil sch enrolls 75, 150 bd gen hsp, 
affil excl clin grp; MW. 


EXECUTIVE HOUSEKEEPERS: (s) Full 
chge dept, hsp expandg to 80 bds soon; 
elig for JCAH insp; serves pop area 40,000; 
nr Chgo (t) Must be able supv, train all 
dept empl; hsp recently expanded to 600 
bds, active outpat dept; indus city 60,000, E. 


NURSE ANESTHETISTS: (U) Female, full 
& sole resp for anes serv aver 50 major, 
minor proc pr mo; 50 bd, genl hsp; agric 
twn 15,000; MW; $7200. (v) Joir staff 2 
anes, apprvd 200 bd gen hsp; to $6800; twn 
20,000; So. 


PHARMACISTS: (w) Hsp newly expand’d 
to over 350 bds; to $7400; resid area nr 
San Francisco. (x) Also able serve as bus 
mgr, 85 bd apprvd gen hsp, soon addg 25 
bds; sm] twn nr resort area, Wisc. 


HOSPITALS, J.A.H.A. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Medical Dir., 200 
bed..gen. hsp. with large out-patient clinic; 
univ. affil; leading M.W. City. (b) Dir. of 
medical education; Diplomate Internal 
Medicine or qualified; 300 bed hsp. large 
seashore resort city, South; $12,000 up; (c) 
Asst’t. Adm., 400 bed hsp; M.W. college 
town, 70,000; (d) Exec. Dir., large E. univ. 
affil. hsp; $20,000; (e) Adm., 110 bed JCAH 
hsp. expansion plans to 175; ideal West 
coast; (f) Adm. small well equipped hsp. 
serving county of 20,000; start $7200, Colo- 
rado, (g) Ass’t. Adm., 450 bed specialty 
hsp; leading M.W. industrial city; H-1. 


ADMINISTRATIVE PERSONNEL: (a) Bus. 
Mgr., modern 150 bed hsp., Southern Cal. 
(b) Purchasing Agent for $2% billion ex- 
penditures, large hsp, commuting distance 
N.Y.C. (c) Chief Accountant, large medical 
setting, Florida; to $8400; (d) Personnel 
Dir., 350 bed hsp. near Chicago to $8500; 
(e) Adm. Ass’t., 600 bed hsp. leading city 
M.W. $6600; (f) Comptroller, 300 bed mod- 
ern hsp. near Wash., D.C., attractive salary; 
(g) Food Service Dir., 400 bed hsp. near 
N.Y.C.; $8000. H-2. 


ANESTHETISTS: (a) Complete responsi- 
bility for service, 25 bed hsp. Texas ranch, 
minimum $7000; (b) Fee for service basis, 
adjoining hsps., Michigan summer-winter 
resort area; (c) Also act as Ass’t Adm., 
small hsp. Hawaii; (d) OB only for 250 
Lo of — — on $6600 start; (e) 
sta arge hsp, commuting distan 
N.Y.C. $6000 plus. H-3. 3 fe: 


DIETITIANS: (a) Chief to engage staff, set 
up department brand new 125 bed hsp. near 
Wash., D.C. good salary arrangement; (b) 
Dietitian, South Pacific Island Hsp; large 
naval installation; beautiful year round 
py ol o~ paid air travel; 
ie e sp. Michigan re 
Canada; $7500; H-4., 5 ie nae, 


DIRECTORS OF NURSES: (a) Foreign as- 
signment, direct service, small school mod- 
ern hsp. Mediterranean area: paid air 





travel; (b) Direct nurses, hsp. with ex- 
pansion program, ideal Florida seacoast 
resort; $7200; (c) Dir. of Nurses, have 
competent directors school and service; 
350 beds; contemplate organizational 
changes, $9000; leading eastern metropolis; 
(d) Direct large all graduate nursing staff, 
500 bed hsp., Cal., $12,000; (e) Direct nurses, 
well known rehabilitation center; univ. 
affil., $6-9000; H-5. 


EXECUTIVE HOUSEKEEPER: (a) Large 
hsp., San Francisco, Bay area; male pre- 
ferred; (b) Medium hsp. near Wash. D.C., 
must be able to organize dept; attractive 
salary. H-6. 


MEDICAL RECORD LIBRARIANS: (a) 
Consultant medical rec. librarian; join an- 
other in est. program of 25 hosps; West; 
exc. financial opport; must drive; (b) Rec- 
ord Librarian Supv; internationally re- 
nowned hosp. research center; to $6000; (c) 
Manage dept., 150 bed hosp. near Los An- 
geles; no staff work; commercial punch 
card system used; $5000 up; H-7. 


POSITIONS WANTED 


ASSISTANT ADMINISTRATOR: R.N. 
completing requirements B.A. Hosp. Adm; 
1 yr. Admin. Asst. 85 bd. hosp; seeks Asst. 
Dir-ship, fully-approved small hosp. Avail- 
able Apr. ’60. Address HOSPITALS, Box 
J-69. 


ASSISTANT ADMINISTRATOR: Desires 
challenging and responsible position only. 
8 years hospital experience. Master Science, 
Hospital Administration, Columbia Uni- 
versity; Nominee, A.C.H.A. Age 27, single, 
military service completed. Excellent ref- 
erences. Available immediately. No geo- 
9 preference. Address HOSPITALS, 
ox J-71. 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11 Ilinois 
F.A.C.H.A. course graduate, seven years, 
administrator 400 bed hosp; Dean, Collegi- 
ate schl. nursing two and four year pro- 
grams; exc. organizational ability in de- 
veloping new schools. 
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ADMINISTRATOR: Early 40’s; member 
ACHA: M.A., Hosp Adm, Washington Univ; 
past 8 yrs, Asst Dir, very Irge Eastern hsp, 
affiliated prominent univ med schl; avail- 
able for challenging post as adm, income 
commensurate w/responsibility’ E. or W. 
coast preferred. 


ASSISTANT ADMINISTRATOR: MHA; 3 
yrs, Adm Asst, 325 bd gen! hsp; seeks hsps, 
150 bds up in Lake region; middle 30's. 


ANESTHESIOLOGIST: Grad, Maryland; 5 
yrs, genl pract; trnd univ hsps; Dipl, Anes; 
excep-well quald thoracic, cardiac, neuro 
anes; now chief, 250 bd hsp where oppor 
provide quality anes is limited; seeks chief, 
lige hsp, SW or W or Hawaii; warm cli- 
mate; fee-for-serv; late 30's; available 60 
days. 


COMPTROLLER or Asst Adm; Southerner; 
5 yrs, accountant, 1000 bd univ hsp; 5 yrs, 
chief accountant, 900 bd, genl hsp; seeks 
comptroller or asst adm, 500 bds up; early 
30’s; married, excl refrs. 


PATHOLOGIST: 35; 3 yrs, Chief, lab serv, 
USAF hsp; Dipl, anatomy; ASCP; FACP; 
prefers Mich, Ind, Ill, Ohio, consider others; 
now available. 


PERSONNEL DIRECTOR: Early 40's; MS, 
Educ, Vocational Guidance; past 8 yrs di- 
rector, personnel services, state organ, 2 
yrs owner, personnel consultant serv; seeks 
personnel directorship, Irge genl hsp; 
warmer climate preferred; endorsed with- 
out reservation. 


RADIOLOGIST: Trnd univ hsps; past 2 
yrs, Chief, 100 bd hsp; seeks more stimu- 
lating post in mild climate; Dipl, both 
branches; early 40's. 








Morrison Food Services, Inc- 


UNIFORM CHART offers 


oF CHALLENGING 
POSITIONS 


With Highest Professional Standing 


ACCOUNTS and DEFINITIONS 
FOR for 


DIETITIANS 


in hospitals 
Price: Excellent Salaries 
40-hour Week 


Paid Vacations 
$2.25 


HOSPITALS 














Free Health and Life Insurance 
Sick Leave 
Travel Opportun'*'~s 
Jobs Throughout Southeast 


At the many hospitals throughout 
the Southeast where the feeding 
is managed by Morrison Food 
Services, Inc. there are wonderful 
career opportunities for accredited 
A.D.A. dietitians. We need Chief, 
Assistant, Therapeutic and Admin- 
istrative Dietitians in many loca- 
tions. Chances are you can select 
the city in which you would like 
to work. 


——a newly revised manual for use by all hos- 
pitals 


——presents a chart of accounts for hospitals 
——defines a body of hospital terms 


—__forms the basis for a standard accumulation 
of accounting and statistical facts 


For further information write— 








Morrison Food Services, Inc. 
P. O. Box 309 
Mobile, Alabama 


A Subsidiary of the Morrison Cafeteria Company 


AMERICAN HOSPITAL ASSOCIATION 
840 North Lake Shore Drive 
Chicago 11, Illinois 


not available to 
non-member hos- 
pitals eligible for 
membership in 
the A.H.A. 
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a correspondence course 


offered jointly by 


HOSPITAL ACCOUNTING 


THE AMERICAN HOSPITAL ASSOCIATION 
and 

THE HOME-STUDY DEPARTMENT OF 

THE UNIVERSITY OF CHICAGO 


(Business NC175) . . . especially for bookkeepers, office managers, administrators, head nurses, ana 
others in hospitals of 100 beds or less who wish to improve their efficiency and skill in operating the 
hospital system of financial records. 


‘7. 
Gain a broad understanding of the theory and concepts that underlie double-entry accrual accounting. 
Learn extensive practical guides or rules for action as developed by the American Hospital Association. 
Develop specific accounting skills necessary for efficient hospital administration. Acquire familiarity with 
standard forms for hospital use. 


For further information write: The Home-Study Department, The University of Chicago, Sixtieth at 
Dorchester, Chicago 37, Illinois. 
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CONTROL 


FRENCH CASSEROLE 


Hall Casseroles make portion control automatic. The 
capacity of the dish assures uniform servings of the 
desired size—no need to depend upon the server's 
skill. Hall ware also provides an opportunity to pre- 
pare economical recipes which appeal to patients. 
Write for Bulletin SM-1. 


THE HALL CHINA COMPANY « EAST LIVERPOOL, OHIO 


The World’s Largest Manufacturer of Fireproof Cooking China 


ROUND SHALLOW CASSEROLE 
- s 


INDIVIDUAL STEW POT 


_ 


SAF-HANDLE CASSEROLE 


SPECIAL CASSEROLE 








University 4icrofiims 
313 North First Street 
Ann Arbor, Mich. 
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Water Processin 


for the 


@ There are few basic problems confronting the hos- 
pital which offer the confusion of choices presented 
by the broad needs of water processing. Quantity and 
purity requirements vary as widely as the many 
purposes for which water is used , . . while differences 
in raw water supply still further influence the type 
and capacity of equipment indicated for efficient 
processing. 

For these reasons, hospital water processing has 
long been a continuing two-part project at American 
Sterilizer Research. The first phase of this study is 


AMERICAN 
STERPIZER 


ERIE* PENNSYLVANIA 














concerned with establishing valid standards of quality 
and quantity related to end-use and hospital size. 
The second, currently reviews methods and equip- 
ment which . . . on the basis of specific raw water 
supply . . . will maintain standards dependably with 
the smallest initial end operating costs to the hospital. 

Experience indicates that an informed review of 
water processing may well bring your hospital sub- 
stantial savings in treatment costs, personnel time, 
and maintenance expense, while assuring the highest 
standards of patient protection. 


Ask your Amsco Representative 
or write for 
Water Processing Brochure SC-301R 


WORLD’S LARGEST DESIGNER AND MANUFACTURER OF STERILIZERS, 


SURGICAL TABLES, 


LIGHTS AND RELATED TECHNICAL EQUIPMENT 
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